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AIDS,  DRUGS,  AND  THE  URBAN  HEALTH  CARE 

CRISIS 


MONDAY,  DECEMBER  11,  1989 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Bronx,  NY. 

The  committee  met,  pursuant  to  notice,  at  2:40  p.m.,  at  the 
Bronx-Lebanon  Hospital,  Bronx,  NY,  Senator  Edward  M.  Kennedy 
(chairman  of  the  committee)  presiding. 

Present:  Senator  Kennedy. 

Mr.  Ferrer.  Ladies  and  gentlemen,  it's  my  responsibility  to  bid 
you  all  welcome  to  the  Fulton  Pavilion  of  the  new  Bronx-Lebanon 
Hospital.  You  can  see  building  going  on  not  only  around  this  clus- 
ter of  buildings,  but  new  building  going  on  around  the  concourse 
pavilion,  the  new  concourse  pavilion,  signifying  not  only  a  revival 
of  this  fine  institution  of  quality  health  care  in  the  South  Bronx, 
but  a  corresponding  revival  of  the  Bronx  itself. 

Another  happy  responsibility  I  have  is  as  this  very  important 
forum  is  convened  for  the  purposes  of  exploring  how  it  is  that 
AIDS  affects  our  ability  to  care  for  all  Americans,  not  only  those 
whose  financial  resources  permit  them  to  be  cared  for  well  and 
with  dignity,  but  every  American,  this  forum,  this  important  meet- 
ing is  taking  place  in  what  is  probably  becoming  quickly  the  epi- 
center of  AIDS  in  the  Northeast  of  the  South  Bronx  in  the  city  of 
New  York.  There  is  no  finer,  I  believe — and  many,  many  people 
across  this  country  believe — no  finer  champion  for  the  cause  of 
compassionate,  decent,  and  affordable  health  care  for  all  Ameri- 
cans, regardless  of  ability  to  pay,  than  the  senior  Senator  from  the 
State  of  Massachusetts,  the  one  who  is  convening  this  forum  and 
the  one  who  I  have  the  pleasure  of  presenting  to  you:  Senator 
Edward  M.  Kennedy.  [Applause.] 

Opening  Statement  of  Senator  Kennedy 
The  Chairman.  Thank  you. 

We  were  not  calling  for  too  much  order  at  this  particular  time. 

I  want  to  say  that  we  are  having  a  hearing  of  our  Labor  and 
Human  Resources  Committee.  First  of  all,  I  want  to  thank  Freddie 
Ferrer  for  his  willingness  to  join  us  today.  He  has  been  a  good 
friend  of  mine  for  some  time.  He  is  an  individual  who  understands 
the  health  care  crisis,  not  only  in  the  Bronx  but  has  a  good  feel 
and  understanding  of  the  challenges  which  all  Americans  are 
facing.  He  has,  I  think,  provided  very  important  leadership  to  the 
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people  that  he  represents  and  to  the  patients  and  to  those  in  the 
medical  profession.  I  appreciate  very  much  his  presence  here  today. 

I  want  to  thank  all  of  those  here  at  the  hospital:  Myron  Strober 
and  Miguel  Fuentes  of  the  Bronx-Lebanon  Hospital  for  their  kind- 
ness. [Applause.] 

We'll  try  and  hold,  for  the  rest  of  the  afternoon,  the  applause, 
although  the  witnesses  certainly  deserve  it.  I  thank  the  hospital  for 
making  the  facilities  available,  their  personnel  for  being  willing  to 
take  the  time  to  bring  us  through  some  of  the  outpatient  programs, 
and  have  us  meet  some  of  those  who  are  involved  on  the  front  lines 
in  the  battle  against  drug  abuse  and  AIDS. 

I  admire  personally  the  leadership  that  is  being  provided,  not 
only  by  the  hospital  but  by  all  the  medical  personnel.  The  nurses, 
the  doctors,  the  social  workers  and  those  that  are  a  part  of  the 
whole  medical  team  deserve  a  great  deal  of  commendation.  Those 
that  are  in  the  training  programs  who  are  really  committed  to  the 
people,  their  neighbors,  their  friends,  the  community,  I  think  all  of 
them  deserve  a  great  deal  of  commendation. 

We  also  have  Senator  Gonzales,  Assemblywoman  Gloria  Davis, 
and  Herman  Badillo,  who  have  joined  us  here  today.  I'm  grateful 
for  their  presence  at  our  hearing. 

[The  prepared  statement  of  Senator  Kennedy  follows:] 

Prepared  Statement  of  Senator  Kennedy 

With  this  hearing,  the  Senate  Labor  and  Human  Resources  Com- 
mittee launches  an  intensive,  week-long  examination  of  the  state  of 
America's  health  care  system.  In  the  next  few  days  we  will  travel 
to  the  West  Coast,  to  the  Midwest,  to  the  deep  South,  and  conclude 
on  Friday  in  Washington.  Our  purpose  is  to  monitor  the  vital  signs 
of  this  Nation's  system  for  delivering  essential  health  services  to 
the  American  people. 

Health  care  should  be  a  basic  right  for  all,  not  an  expensive 
privilege  for  the  few.  In  fact,  the  Nation's  health  care  system  is  the 
fastest  growing  failing  business  in  America.  At  the  heart  of  what  is 
clearly  a  crisis  in  American  health  care  is  the  continuously  ex- 
panding number  of  Americans  who  have  no  health  insurance  what- 
soever. Thirty-seven  million  Americans  who  might  need  urgent 
medical  services  tomorrow  would  have  no  idea  how  to  pay  for 
them,  because  they  have  no  health  insurance.  Another  60  million 
Americans  have  insurance  that  even  the  Reagan  administration 
said  was  inadequate,  and  that  could  leave  them  bankrupt  in  a  seri- 
ous illness. 

Yet,  the  Nation  spends  vast  sums  for  health  care— an  incredible 
$500  billion  this  year — double  the  amount  spent  in  1980. 

We  also  face  a  crisis  in  the  delivery  of  essential  health  services 
more  serious  than  at  any  time  since  the  enactment  of  Medicare  in 
1965.  And  all  of  these  critical  problems  are  compounded  by  AIDS 
and  drugs. 

In  fact,  the  twin  epidemics  of  AIDS  and  drugs  are  now  threaten- 
ing the  very  survival  of  health  care  systems  in  many  of  our  Na- 
tion's major  cities— and  in  some  rural  communities  as  well. 
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It  is  this  unfolding  crisis  which  brings  us  to  the  Bronx-Lebanon 
Hospital  today,  where  1  in  9  newborns  and  23  percent  of  patients 
arriving  at  the  emergency  room  test  positive  for  HIV. 

There  is  no  way  to  measure  the  pain  and  suffering  that  AIDS 
has  unleashed  on  this  community.  A  few  minutes  ago,  upstairs  in 
this  hospital,  I  visited  with  a  28-year-old  man  with  AIDS  named 
Jerry.  Jerry  used  to  be  an  intravenous  drug  user  and  was  released 
from  prison  only  3  months  ago.  In  that  short  time,  he  has  lost  50 
pounds,  been  stricken  with  blindness,  and  now  lies  comatose  in  his 
hospital  bed.  His  mother  Anna — who  earns  $4  an  hour  as  a  factory 
worker  in  Puerto  Rico — managed  to  come  here  to  help  her  son.  She 
comes  everyday  to  help  feed  Jerry  breakfast,  lunch,  and  dinner. 
Anna  is  trying  to  save  $35  a  week  hoping  she  will  have  enough  to 
take  Jerry's  body  home  to  Puerto  Rico  for  burial. 

By  the  year  2000,  the  Bronx  will  have  lost  more  lives  to  AIDS 
than  all  American  soldiers  killed  in  the  Vietnam  War.  Today  the 
Bronx  has  the  highest  per  capita  incidence  of  AIDS  of  any  commu- 
nity in  the  United  States.  Among  individuals  here  who  are  25-44 
years  old,  up  to  20  percent  of  the  males  and  5  percent  of  the  fe- 
males probably  carry  the  virus. 

Ten  percent  of  the  Nation's  total  pediatric  AIDS  cases  and  20 
percent  of  all  American  adolescents  with  AIDS  are  here  in  the 
Bronx.  Of  the  50,000  intravenous  drug  users  in  this  borough,  half 
or  more  are  HIV-infected.  And  yet,  there  are  less  than  7,000  drug 
treatment  slots  available. 

Between  now  and  1993,  New  York  City  will  confront  a  total  bill 
for  essential  AIDS  care  services  of  over  $7  billion.  Major  hospitals 
in  New  York — both  public  and  private — are  now  struggling,  not 
just  to  provide  care,  but  to  stay  afloat  in  a  rising  tide  of  unreim- 
bursed expenses  for  services  delivered  to  HIV-infected  individuals 
who  have  no  health  insurance. 

According  to  Federal  law,  hospitals  which  receive  Federal  aid 
may  not  turn  away  individuals  who  require  emergency  medical 
treatment — whether  or  not  the  patients  have  health  insurance  or 
can  pay  for  their  own  medical  treatment. 

In  reality,  over  the  last  decade,  major  changes  in  health  financ- 
ing policies  have  steadily  eroded  the  economic  incentives  for  deliv- 
ering services  to  uninsured  patients  in  greatest  need. 

Taking  care  of  the  sickest  patients — those  who  arrive  on  the  hos- 
pital doorstep  through  the  emergency  room — has  become  a  losing 
proposition  for  the  Nation's  health  care  institutions. 

For  public  hospitals,  admitting  and  caring  for  a  person  with 
AIDS  means  losing  an  average  of  $218  a  day.  In  some  States,  the 
loss  is  $386  a  day. 

The  crisis  is  not  someone  else's  problem.  It  is  a  problem  for  all  of 
us,  including  the  majority  of  Americans  who  do  have  health  insur- 
ance, and  who  expect  medical  care  to  be  there  when  they  need  it. 
More  and  more  of  the  financial  burden  of  caring  for  uninsured  and 
underinsured  patients  is  being  shifted  onto  the  medical  bills  and 
insurance  premiums  of  those  who  are  covered  now. 

Equally  important,  our  misguided  policies  are  eroding  our  ability 
to  deliver  care  to  people  who  need  it,  and  making  it  harder  for  hos- 
pitals to  do  what  society  asks  and  expects  of  them. 
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According  to  a  forthcoming  nationwide  audit  of  275  private  hos- 
pitals, 36  percent  of  these  major  institutions  report  that  their  pa- 
tients sometimes  must  wait  in  the  emergency  room  for  at  least  12 
hours  to  be  admitted  to  a  hospital  bed.  Twenty-six  percent  of  these 
hospitals  reported  that  patients  sometimes  waited  over  24  hours  for 
a  bed. 

In  a  survey  in  New  York  City  this  year,  nearly  30  percent  of  all 
patients  in  emergency  rooms  were  waiting  for  a  bed  in  the  hospi- 
tal. 

Such  situations  are  unacceptable.  Hospital  care  in  New  York 
City  or  any  other  place  in  America  should  not  have  to  be  provided 
under  battlefield  conditions. 

The  AIDS  and  drug  emergencies  have  made  the  need  for  reform 
even  clearer.  As  we  will  hear  today,  the  1  to  1.5  million  Americans 
with  HIV  disease  are  becoming  the  new  ''uninsurables."  With  the 
rapid  spread  of  AIDS,  a  whole  new  class  of  Americans  is  emerging 
whose  urgent  health  needs  are  largely  unaddressed  and  unplanned 
for. 

HIV  is  not  a  problem  that  will  remain  confined  to  New  York  and 
San  Francisco.  By  1991,  80  percent  of  new  AIDS  cases  will  be  diag- 
nosed in  other  cities. 

Crisis  also  creates  opportunity.  Local  communities,  and  institu- 
tions like  this  one,  with  their  backs  to  the  wall,  are  already  taking 
innovative  action.  Bronx-Lebanon  Hospital  is  stretching  limited  re- 
sources to  deliver  a  full  range  of  inpatient  and  outpatient  services. 
But  national  leadership  is  required  as  well,  because  the  looming 
bankruptcy  of  the  health  care  system  is  a  national  problem,  too. 
Congress  and  the  President  cannot  just  stand  there,  while  the 
health  care  system  collapses  around  us. 

Nineteen-hundred  and  ninety  is  the  year  to  act.  We  need  to 
assure  that  every  working  American  has  health  insurance  on  the 
job.  Those  who  are  unemployed  should  be  entitled  to  participate  in 
a  public  insurance  program  analogous  to  Medicaid.  Senior  citizens 
and  the  disabled  deserve  affordable  protection  against  the  cost  of 
long-term  care.  No  family  in  America  should  be  condemned  to  pov- 
erty by  the  cost  of  long-term  illness. 

We  must  all  deal  more  effectively  with  the  AIDS  epidemic. 

We  should  create  a  million  dollar  emergency  relief  fund  to  help 
areas  hardest  hit  by  AIDS.  Immediate  additional  funding  is  needed 
so  that  over-burdened  hospitals,  nursing  homes,  and  other  facilities 
can  continue  to  function.  If  we  can  afford  to  bail-out  the  savings 
and  loan  system,  we  can  find  the  far  lesser  sums  needed  to  bail-out 
the  AIDS  care  system  too. 

We  need  greater  Federal  support  for  the  kind  of  comprehensive 
networks  capable  of  delivering  the  full  range  of  health  and  human 
services  to  deal  with  the  AIDS  epidemic,  especially  community- 
based  outpatient  home  health  care. 

We  must  train  and  deploy  more  health  and  human  services  man- 
power to  respond  to  the  epidemic. 

We  must  improve  services  for  the  homeless  and  those  at  risk  for 
homelessness. 

Finally,  we  should  provide  assistance  to  help  disabled  individuals 
pay  the  premiums  for  private  health  insurance. 
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At  the  very  least,  by  acting  wisely  now — by  finding  the  necessary 
resources  and  allocating  them  fairly — we  can  temper  both  the  pain 
and  cost  of  this  national  health  disaster.  And  if  we  succeed  in 
reaching  our  larger  goal,  we  can  deal  with  the  other  aspects  of  our 
health  care  crisis  too,  and  make  decent  health  care  and  long-term 
care  accessible  and  affordable  for  all  Americans. 

We  have  a  limited  period  of  time.  It  isn't  important  to  hear  me 
out,  but  to  listen  to  our  witnesses.  They  have  an  important  mes- 
sage to  deliver. 

Let  me  just  mention  to  those  that  are  here  today  the  context  in 
which  we  are  holding  this  particular  hearing.  As  someone  who  has 
been  involved  in  the  health  care  crisis  for  over  20  years  in  the  U.S. 
Senate,  has  seen  the  health  care  crisis  continue  to  grow,  I  think, 
we  really  are  at  a  critical  juncture,  in  terms  of  the  health  profes- 
sions and  those  that  are  seeking  health  care  services  in  the  United 
States. 

We  see  an  expanding  number  of  our  fellow  citizens  who  have  no 
health  insurance,  37  million  Americans  have  no  health  insurance 
whatsoever;  24  million  of  those  are  hard-working  Americans  who 
work  40  hours  a  week,  52  weeks  of  the  year,  who  want  to  be  re- 
lieved from  the  anguish  and  the  anxiety  that  they  face  should  they 
themselves  or  their  children  become  ill.  You  see  the  number 
of  elderly  people  who  have  really  been  the  backbone  of  our  Nation, 
brought  us  through  world  wars  and  times  of  economic  challenge, 
who  now  want  to  be  able  to  live  their  senior  years  in  peace  and  in 
dignity,  either  in  their  homes  or  in  nursing  homes.  In  the  next  20 
years,  that  number  is  going  to  increase  three-fold  if  you're  talking 
about  individuals  who  are  85  years  of  age  or  older. 

We  find  that  many  of  our  medical  institutions  are  in  crisis.  We 
see  that  here  at  the  Bronx-Lebanon  Hospital.  We  know  that  is  rep- 
licated in  other  hospitals  in  this  city.  We're  going  to  see  the  closing 
of  a  number  of  the  trauma  units  out  in  Los  Angeles  County  tomor- 
row morning.  We're  going  to  see  what  is  happening  in  rural  Amer- 
ica in  St.  Louis  and  in  rural  Georgia  later  in  the  week.  And  I  think 
we're  going  to  find  out  that  there  is  a  real  crisis  in  the  continu- 
ation of  soaring  costs  and  expenses,  which  has  moved  from  about 
$200  billion  in  1980  to  about  $600  billion  now  in  1989;  11.4  percent 
of  our  gross  national  product  is  being  expended.  We're  spending 
more,  getting  less,  and  nowhere  does  it  impact  more  than  the  chil- 
dren in  our  society.  They're  the  ones  who  are  really  adversely  im- 
pacted, whether  it  is  the  number  of  low  birth  weight  babies  that 
are  being  born,  whether  it's  the  expectant  mothers,  the  380,000 
that  are  addicted  and  have  no  place  to  turn,  whether  it's  the  chil- 
dren who  are  not  getting  the  vaccinations  or  getting  the  kinds  of 
treatment  that  they  deserve.  They're  a  very  important  part  of  this 
whole  health  care  crisis. 

But  the  straw  that  could  really  break  the  back  of  the  health  care 
system  is  the  impact  of  the  twin  epidemics  of  AIDS  and  drugs. 
These  additional  stresses  on  an  already  overburdened  system,  I 
think,  really  put  our  Nation  in  a  very  serious  place  in  terms  of  our 
ability  to  provide  basic  and  essential  health  care  services. 

You  here  at  this  hospital  are  doing  an  extraordinary  job.  I  think 
we  in  the  Senate  have  much  to  learn  from  you.  We  come  here 
today  to  listen  and  to  hear  from  those  that  have  a  story  to  tell.  We 
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will  not  have  all  the  time  that  we  would  like  to  spend,  but  we  want 
to  give  the  assurance — as  Freddie  has  pointed  out — we're  not  unfa- 
miliar with  the  health  care  crisis  in  this  city.  We  have  spent  time 
in  your  hospitals,  your  medical  clinics,  and  your  nursing  homes. 
We  have  spent  time  with  your  interns,  with  your  nurses,  with  your 
patients,  with  your  physicians,  with  those  that  are  involved  in  the 
financing  of  the  system.  We  will  continue  to  do  so.  This  has  been 
an  ongoing  and  continuing  personal  commitment,  and  I  believe,  of 
the  overwhelming  majority  of  American  people. 

As  a  member  of  the  Senate,  chairman  of  the  Labor  and  Human 
Resources  Committee,  I  am  going  to  insist  that  our  fellow  col- 
leagues in  the  U.S.  Senate  face  the  issue  of  access  to  health  care 
one  way  or  the  other  in  this  next  session  of  Congress.  Hopefully, 
we  will  do  it  in  the  kind  of  responsible,  sensible  way  that  those  as- 
sociated with  the  crisis  here  will  later  discuss.  So  it's  with  that 
background  that  we  bring  our  hearing  to  order. 

We  will  start  off  with  our  first  panel,  individuals  with  HIV  dis- 
ease, Fernando,  Jose,  and  Guy,  and  their  social  worker,  Jossie 
Rigel.  Then  we  have  a  second  panel  with  Jerry  Ernst  and  Dr. 
Lynn,  and  then  Mayor-Elect  Dinkins  will  make  a  final  comment. 
That  is  the  way  that  we  will  proceed.  We  look  forward  to  hearing 
from  our  witnesses. 

I  want  to  say  at  the  outset,  and  I  think  all  of  us  are  very  mindful 
of  how  difficult  it  is  to  talk  about  personal  illnesses.  As  one  who 
comes  from  a  family  that  has  faced  various  medical  challenges,  in 
terms  of  a  mentally  retarded  sister,  a  child  that  lost  a  leg  to 
cancer,  a  chronic  asthmatic,  and  other  difficult  health  matters,  I 
know  very  well  health  care  challenges  are  something  very  person- 
al. That  is  something  that  probably  all  Americans  can  respect.  So  I 
particularly  appreciate  our  friends  for  being  willing  to  share  their 
experiences  with  us,  so  that  hopefully  we  can,  as  a  matter  of  public 
policy,  be  more  sensitive  and  responsible.  But  I  think  we  know  how 
difficult  it  is,  and  I'm  enormously  and  personally  grateful  to  all  of 
you  for  being  with  us  here  today.  I  want  to  thank  all  of  you. 

We  won't  take  the  time  to  review  the  charts  that  are  behind  us, 
but  I  think  for  those  that  can  read  charts,  the  charts  indicate  some 
of  the  aspects  we  will  be  talking  about.  I  won't  take  away  from  the 
time.  We  need  to  hear  from  our  witnesses. 

Jose,  we'll  start  off  with  you,  and  we  appreciate  very  much  your 
being  with  us.  Perhaps  you  will  tell  us  a  little  bit  about  your  expe- 
rience, and  we'll  have  some  questions  for  you. 

STATEMENTS  OF  JOSE,  FERNANDO,  AND  GUY,  INDIVIDUALS 
WITH  HIV  DISEASE,  ACCOMPANIED  BY  JOSSIE  RIGEL,  A 
SOCIAL  WORKER 

Jose.  First  of  all,  it's  a  pleasure  to  meet  you.  Senator.  My  name 
is  Jose.  I'm  38  years  old.  I'm  a  recovering  drug  addict  and  I  am 
HIV-positive. 

I  was  using  drugs  for  14  years.  When  I  decided  to  stop  using 
drugs  in  my  life,  in  the  last  7  months,  when  I  was  losing  my  center 
of  gravitation,  they  told  me  to  get  the  HIV  test.  I  said,  ''For  what?" 
I  don't  need  that  because  most  of  the  time  it's  very  hard  to  get 
AIDS.  That  was  my  opinion. 
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When  I  found  out  I  was  HIV-positive,  I  was  shocked.  The  first 
thing  I  was  thinking  was  Tm  dead.  I  was  going  to  die.  After  the 
drug  treatment  center,  I  was  sent  to  Bronx-Lebanon,  and  especially 
I  owe  part  of  my  life  to  this  lady  sitting  beside  me,  Jossie  Rigel. 
She  taught  me  how  to  deal  with  this  disease.  She  told  me  you  are  a 
baby  now,  you  have  to  start  walking  again.  You  have  to  get  hope  in 
life. 

For  me,  there  was  no  hope.  I  did  not  find  out  nothing.  I  said 
that's  it,  I'm  dead,  because  when  you  decide  you're  going  to  stop 
using  drugs  for  your  own  benefit,  and  the  next  step  is  a  test  be- 
cause that  was  the  way  I  was  seeing  it,  I  was  going  to  die.  It  was 
too  much  to  handle  in  one  thing.  It's  having  two  problems  in  one: 
my  drug  addiction  and  my  HIV  disease. 

I  did  not  have  no  information  at  all.  I  didn't  know  what  I  was 
going  to  do.  I  was  ready  to  go  and  start  doing  the  best  I  know  to  do, 
using  drugs.  But  with  information  I  got  in  the  hospital  and  then 
leaving,  people  like  Jossie  who  told  me,  no,  you've  got  hope.  I  start- 
ed dealing  with  my  life  one  step  by  one  step,  thanks  to  God,  thanks 
to  the  good  people  who  treat  me.  By  now,  what  I'm  doing  is  helping 
others  in  this  hospital. 

I'm  a  volunteer  in  this  hospital.  My  director  gave  me  permission 
to  be  here  dealing  with  HIV  patients.  I  really  feel  very  warm  about 
myself.  I  could  say  I'm  proud  of  myself  to  stop  using  drugs.  Being 
HIV-positive,  I've  had  to  take  it  to  help  other  people. 

We  have  the  problems  of  any  HIV  person.  We  have  some  good 
supports  in  this  program,  the  program  I'm  in.  Jossie  Rigel  helped 
me  a  lot  with  the  group  support.  She  helped  me,  my  mental  spirits 
don't  go  down  in  my  hope  in  my  life. 

I  will  tell  you  there's  a  lot  of  mistaken  information  about  AIDS, 
especially  in  the  Bronx.  I  see  a  lot  of  people  dying  in  the  street, 
shooting  drugs  because  they  think  they  are  positive  or  they  don't 
have  enough  information.  We  reach  our  community  out  in  the 
street  to  tell  them  what  is  AIDS  all  about.  AIDS  is  four  letters,  but 
the  real  information  about  AIDS,  the  issue  to  live  or  die,  is  too 
many  people  outside  don't  know  they  have  AIDS  or  they  are  HIV- 
positive,  and  they — I  couldn't  tell  you  there's  more  people  who 
don't  find  out,  they  deny  to  find  out  they  are  HIV,  people  who 
right  now  are  in  the  position  we  are. 

The  Chairman.  Let  me  ask  you,  you  indicated  that  you're  help- 
ing other  people  here  in  the  hospital.  How  are  you  helping  the 
other  people? 

Jose.  Giving  hope.  That's  the  best  I  can.  Talk  to  them.  If  I  see  a 
person  on  my  weekend  pass  from  my  program,  I  usually  hang  out 
with  these  people,  and  they  told  me — maybe  one  or  two  I  explain  to 
them  to  do  something  for  your  life.  Here  in  the  hospital,  the  best  I 
can  do  is  tell  the  people  it's  another  day.  Go  to  bed,  pray  to  God, 
and  tomorrow  you  will  open  your  eyes  with  the  same  attitude. 
Don't  think  you're  going  to  die,  because  you're  not  going  to  die 
from  AIDS.  I  will  die  from  something  else,  but  I  will  live  a  hundred 
years  being  HIV-positive.  [Applause.] 

The  Chairman.  Tell  me,  how  has  your  family  reacted  to  all  of 
this? 

Jose.  At  first,  my  wife  supported  me  being  HIV  because  the  drug 
addiction  I  was  on  for  14  years.  She  knew  that  some  day  that  will 
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happen.  In  my  life  with  my  daughter,  I  do  not  tell,  at  this  moment 
to  my  daughter — she  is  15  years  old — that  I  am  HIV-positive.  But  I 
have  given  information  to  her,  try  to  go  step  by  step  because  when 
we  are  in  drug  addiction  we  do  a  lot  of  damage  to  our  families.  And 
I  did  a  lot  of  damage  to  my  family. 

The  Chairman.  Tell  us  a  little  bit  about  life  out  in  the  streets. 
For  those  that  are  addicted  and  those  that  may  or  may  not  know 
what  their  HIV  status  is. 

Jose.  When  a  person  is  like  I  used  to  be,  in  the  street  for  7  days 
a  week  and  24  hours  a  day — maybe  I  remember  one  day  to  go  back 
to  my  house.  That  was  when  I  don't  have  no  money  and  I  was 
stinking  for  3  or  4  days.  We  were  eating  from  garbage  cans  because 
that  was  the  type  of  drug  user  I  was.  I  can  tell  you  it's  people  in 
galleries  in  the  city  of  New  York,  especially  right  here  in  the 
Bronx,  who  they  don't  have  nobody  to  talk  to  them,  to  reach  out 
and  tell  them,  hey,  here  is  this  information.  A  piece  of  paper  that 
says  anything,  something  to  put  in  their  mind  what  the  situation  is 
we're  passing  through. 

When  I  found  out  I  was  HIV-positive,  I  said,  well,  why,  my  God. 
Because  I  was  14  years  using  drugs  in  the  street.  Why  now  when 
I'm  trying  to  do  something  decent  for  my  did  this  have  to  happen? 
But  I  do  have  to  expect  something  like  that. 

The  Chairman.  Those  that  are  out  in  the  street,  do  you  think 
that  if  they  knew  help  was  available,  they  would  seek  help? 

Jose.  No.  Commercials  on  TV,  maybe  once  in  a  blue  moon  in  the 
newspaper,  but  that  don't  count.  It's  to  go  outside  in  the  street,  let 
the  people  know  what  the  position  of  AIDS  means. 

The  Chairman.  You  don't  think  many  of  those  people  would  seek 
help  if  they  could  receive  help? 

Jose.  Yes.  If  they  would  be  able  to  receive  the  help,  they  will. 
But  they  have  no  way  in  the  situation  to  know  what  the  deal  is  all 
about. 

The  Chairman.  Is  it  generally  felt  out  in  the  street  that  there 
isn't  help  available?  What's  generally  the  attitude? 

Jose.  The  attitude  is  in  the  street  is  stay  in  the  street.  What  are 
we  going  to  do?  We  don't  know. 

Like  I  told  you  before,  okay,  they  said  it  on  TV.  They  say  there's 
help  lines.  But  when  you  call  them,  you  get  nothing. 

The  Chairman.  OK.  Fernando,  would  you  tell  us  a  little  bit 
about  your  own  story? 

Fernando.  Hello,  everybody.  My  name  is  Fernando,  and  I  am 
HIV-positive. 

My  story  started  like  that.  You  know,  I  always  think  that  I  was  a 
clean  drug  addict  because  I  always  used  to  work.  I  always  used  to 
have  a  home.  But,  you  know,  I  was  wrong. 

When  I  found  out  that  I  was  HIV,  I  went  to  the  program.  I  was 
sick,  so  they  sent  me  to  the  hospital.  In  the  hospital,  I  told  the 
doctor,  you  know,  I  wanted  to  do  the  test,  the  HIV  test.  So  it  came 
out  positive.  I  was  confused.  I  can  never  have  AIDS,  you  know,  be- 
cause I  thought  I  was  clean.  But  I  was  wrong.  It  only  takes  one 
time  to  get  HIV— to  get  AIDS. 

I'm  the  youngest  in  my  family  of  seven  people.  All  my  family  are 
HIV.  I  got  already  three  brothers  died  in  Puerto  Rico.  One  of  my 
brothers  is  in  the  hospital,  in  Puerto  Rico,  dying  right  now.  We 
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don't  have  the  kind  of  medicine  or  service  we  need  over  there  that 
we  need  for  the  patients. 

I'm  going  to  Puerto  Rico.  I'm  going  to  Puerto  Rico  because  over 
here  on  your  own,  I  don't  have  no  family.  I  always  say  to  myself  if 
I  am  going  to  die,  I  want  to  die  over  there  with  my  family.  Do  you 
understand? 

When  I  was  in  Puerto  Rico,  I  found  a  Puerto  Rican  AIDS  Foun- 
dation. A  friend  of  mine  referred  me  to  Jossie  Rigel,  so  she  has 
been  helping  me  a  lot  to  understand,  you  know,  what  I  got  and 
v/hat  I  have  to  do. 

Right  now,  you  know,  I'm  glad  that  I  know  what  I  got  because 
now  I  know  what  I  have  to  do  for  myself.  The  kind  of  treatment,  I 
know  it,  and  the  kind  of  medicine  I  need  for  myself.  Before  I  didn't 
know  nothing,  you  know.  I'm  glad  that  I  know  what  I  got  because 
there's  people  in  the  street  that  they  don't  know  what  they  got. 
They  are  using  heroin  and  cocaine  in  the  street.  If  you  ask  them, 
they'll  say,  no,  I  can  never  have  this.  I  can  never  have  it.  Maybe, 
you  know,  in  the  long  run,  they're  going  to  the  hospital  real,  real 
sick.  Then  it's  going  to  be  too  late  then. 

Thank  God  that  I  know,  you  know,  in  time  what  I  got  because, 
right  now,  I  take  care  of  myself,  and  I  found  this  lady  over  here, 
Jossie  Rigel,  because  she's  helping  me  a  lot. 

The  Chairman.  Tell  me,  Fernando,  you  have  a  family,  too,  as  I 
understand. 

Fernando.  Yes,  sir. 

The  Chairman.  How  did  your  family  members  react  when  you 
discussed  this  with  them? 

Fernando.  When  they  know  that  I  got  it,  that  I  was  HIV,  I  was 
real  afraid  to  tell  my  wife  because,  you  know,  I  thought  she  was 
going  to  run  away  from  me  with  my  kids.  But  I  was  wrong.  With 
the  help  that  I  got  in  the  support  group,  you  know,  I  explained  to 
my  wife  what  I  got,  and  right  now  she's  helping  me.  She's  staying 
with  me.  I  feel  good  and  thank  God  for  that. 

The  Chairman.  Good.  You  talked  a  little  bit  about  being  a  ''clean 
dope  addict."  In  terms  of  the  galleries,  what's  the  feeling  of  those 
that  are  out  there?  Do  they  think  that  they  are  going  to  escape 
AIDS?  Do  they  think  they're  going  to  be  the  individual  who  isn't 
going  to  become  infected?  What's  the  feeling  out  there? 

Fernando.  In  the  street,  like  I  say,  you  know,  I  used  to  always, 
you  know,  work,  and,  you  know,  have  a  place  to  go.  I  also  used  to 
go  to  those  places,  too,  to  get  what  I  need,  what  I  used  to  need  for 
my  body  when  I  was  sick.  It's  real — the  street  is  real  hard,  you 
know.  When  you're  doing  those  kinds  of  things,  to  get  the  money 
and  do  the  things,  you  know. 

But  these  people  in  the  street,  like  me,  you  know,  they  came — 
they  think  they're  never  going  to  get  AIDS.  You  tell  them,  listen, 
you're  doing  drugs,  you're  sharing  needles  and  everything.  You've 
got  to  go  for  the  test.  Do  what  you  got  to  do.  But  they  say,  no,  I 
know  I  don't  have  AIDS,  I  don't  have  nothing. 

But  they're  wrong,  you  know.  If  they  were  to  get  real  sick  and  go 
into  the  hospital,  it's  too  late. 

The  Chairman.  Thank  you. 

Guy,  would  you  be  good  enough  to  tell  us  your  story?  I  under- 
stand you're  from  Queens,  actually. 
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Guy.  Yes,  that's  right.  My  name  is  Guy.  I'm  from  Queens.  I'm  34 
years  old,  and  I've  been  doing  intravenous  drugs  for  about  16  years. 

I  got  to  a  point  in  my  life  where  I  was  tired  of  going  up  and 
down,  losing  jobs,  getting  jobs,  you  know,  that  roller  coaster  life. 
And  I  must  have  went  to  over  a  dozen  treatment  centers,  and  all  of 
them  were  filled  up.  All  of  them  said  come  back  January,  come 
back  1990.  I  needed  help  right  then. 

I  came  across  one  treatment  center,  Resurrection,  the  center  I'm 
in  right  now,  and  they  gave  me  the  chance.  It  was  probably  the 
smallest  of  all  the  places  I've  been  to,  but  it  was  the  only  place 
that  said,  OK,  we'll  give  you  that  shot. 

I  was  entered  into  the  program,  and  I  made  a  vow  to  get  better, 
to  live  life  on  life's  terms.  And  then  about  4  weeks  later,  through  a 
very  understanding  AIDS  counselor  that  we  have  in  this  program, 
and  our  director,  who  urges  the  people  to  go  for  this  test — you 
know,  I'm  really  grateful  to  him  also  for  that — I  went  and  took  the 
test.  I  found  out  I  was  HIV-positive,  and  it  was  like  a  bomb 
dropped  on  me.  It  was  like,  wow,  here  I  am,  I  have  two  diseases 
now  with  no  known  cures.  What  do  I  do? 

Then  I  had  to  think  why  I  came  there  to  begin  with,  you  know?  I 
said  let  me  go  for  it.  I  had  a  lot  of  things  to  think  about.  Was  my 
family  going  to  treat  me  as  an  outcast?  How  are  mv  friends  going 
to  think?  What's  going  to  happen?  Then  I  realized  it  s  all  about  me. 
It's  all  about  me  getting  better,  me  getting  well.  And  I  won't  be 
any  good  to  anybody  else  if  I'm  no  good  to  myself. 

So  my  director,  you  know,  he  told  me  do  whatever  you  have  to  do 
to  keep  your  stress  level  down  and  go  to  support  groups.  That's 
when  I  had  met  Ms.  Rigel,  Jossie  Rigel,  and  entered  her  support 
group,  which  has  helped  me  a  lot.  It  helped  me  a  great  deal. 

I  got  a  chance  to  become  coordinator  of  this  treatment  center, 
and  I  got  a  view  on  the  other  side.  Honestly,  there's  not  enough 
beds  for  the  amount  of  people  that  come  into  these  centers.  It's 
amazing.  I  would  have  to  tell  20  people  a  day  we  have  no  room. 

Now,  as  far  as  the  AIDS  thing  goes,  drug  use  and  AIDS  go  to- 
gether. For  every  10  people  that  I  see  come  into  these  treatment 
centers,  I  would  put  my  heart  into  it  that  seven  out  of  those  10 
people  are  HIV-positive.  When  there  are  no  beds — they  go  back  to 
the  galleries.  When  you're  in  a  gallery  getting  high,  you  don't  want 
to — you  know,  you  don't  care  if  you  have  a  clean  needle  or  not. 
You  care  about  that  shot.  You  care  about  that  get-well  fix.  When 
you're  there  with  that  needle,  the  next  person  that  needs  that  fix 
is  going  to  take  that  needle.  He  may  not  have  the  money  or  want 
to  take  the  time  to  go  searching  for  a  clean  needle.  So  he  goes  back 
into  that  gallery,  and  then  a  new  person  will  go  into  that  gallery, 
and  he'll  pick  up  that  needle  he  just  used,  and  boom,  there  he  goes. 
He's  HIV-positive.  It's  going  from  one  to  one  to  the  next  guy. 

These  people  really  don't  know  about  support  groups.  They  don't 
have  a  chance  to  come  into  the  hospitals  like  you  did  today  and  see 
what  is  the  final  stage  of  this  disease.  It's  really  scary.  I'm  scared, 
but  I  also  have  to  remember  that  I  have  a  drug  addiction  disease 
which  will  kill  me  even  quicker  than  the  HIV.  And  if  I  don't  take 
care  of  my  drug  addiction,  the  HIV  will  get  me.  And  I  can't  let 
either  one  overtake  my  feelings.  I  have  to  get  better.  I  want,  like  I 
said,  to  live  life  on  life's  terms.  And  I  also  want  to  let  other  people 
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know  what  this  is  doing  to  them,  you  know?  If  it  wasn't  for  people 
like  the  Bronx-Lebanon  center  for  having  the  IV  clinic  and  the  sup- 
port groups  and  just  people  that  understand  where  you  could  dump 
on  them  and  tell  them,  hey,  I'm  afraid  today.  You  know,  I  don't 
want  to  die  today.  I  want  to  live.  People  that  you  can  cry  to  that 
you  aren't  going  to  feel  they're  saying  under  their  breath,  oh,  you 
know,  let's  get  away  from  this  guy. 

Not  everybody  knows  about  this  disease.  You  can't  catch  it  by 
sneezing  on  somebody.  There  are  people  that  believe  you're  like  a 
leper  in  the  world  because  you  have  this  disease,  and  that's  not 
true.  With  proper  care,  vitamins,  with  proper  knowledge,  you 
know,  stop  using  drugs — mostly  to  stop  using  drugs,  proper,  safe 
sex,  things  like  that.  These  are  all  preventive  ways  to  pass  this  dis- 
ease on.  And  if  it  wasn't  for  the  support  groups,  which  are  what 
show  you — these  are  the  places  that  teach  you  how  to  stay  healthy 
with  this  disease  and  most  of  all  how  not  to  pass  it  on.  Without 
these  support  groups,  they're  not  going  to  learn. 

Like  I  said,  I  thank  my  higher  power  for  giving  m.e  resurrection 
and  to  have  an  understanding  staff,  counselor,  and  most  important 
the  Bronx-Lebanon  and  Jossie  Rigel  for  teaching  me  the  things 
that  I  need  to  learn  about  this  disease  to  keep  me  living,  to  keep 
me  alive,  so  I  don't  wind  up  on  the  fifth  floor  of  Bronx-Lebanon 
half  dead.  That's  what  I  want. 

The  Chairman.  Thank  you. 

One  of  the  points  you  mentioned,  which  is  of  great  concern,  is 
the  fact  that  people  are  being  turned  away  from  residential  drug 
rehabilitation  programs  is  that  really  the  situation  as  you  under- 
stand it? 

Guy.  Yes.  There's  only  so  many  beds.  You  know,  if  you  have  a 
treatment  center  that  has  a  hundred  beds  and  you  have  200  people 
a  day  coming  to  this  place,  you  know — our  place,  we  try  and  call 
up  other  places,  detoxes,  hotlines,  do  everything  they  can.  But 
there  are  so  many  drug  addicts  in  all  the  boroughs  of  New  York,  in 
all  of  the  United  States.  You  know,  there's  really  a  lot  of— an 
amazing  amount  of  drug  addicts.  I  see  this  firsthand. 

Like  I  say,  HIV  and  AIDS  is  the  right-hand  man  to  drug  addic- 
tion. You  are  going  to  find  out  that  one  comes  with  the  other.  It's 
sad,  hey,  but  that's  the  way  it  is. 

The  Chairman.  Let  me  ask  Jose,  Fernando  and  Guy  just  a  couple 
of  other  questions.  After  you  leave  the  rehabilitation  program, 
what  happens  to  you  with  regard  to  housing,  health  care,  and  jobs? 
Are  those  difficult  to  get  or  to  hold? 

Jose.  Yes,  it  is  very  difficult  because  right  now  in  my  program. 
Reverend  William  is  trying  to  work  something  out,  and  it's  very 
possible  for  him  to  try  to  get  an  apartment  for  the  person  who 
graduates  this  Wednesday  from  the  house.  We  don't  have  no  

The  Chairman.  Is  that  because  they  have  AIDS  or  test  HIV-posi- 
tive? 

Jose.  Regardless. 

The  Chairman.  Regardless,  you  say. 

Jose.  One  of  the  drug  addiction  centers  is  getting  the  idea  of 
having  some  difficulties  to  find  a  house  for  the  person  who  don't 
have  no  family  or  place  to  go.  It's  very  easy  to  graduate  from  the 
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program  because  we  have  the  knowledge,  and  it's  very  hard  when 
you  have  the  knowledge  and  you  don't  have  a  place  to  go. 

The  Chairman.  Wliat  about  Fernando?  Is  it  difficult  to  get 
through  the  program?  I  think  that's  a  challenge  enough.  Then  to 
try  and  get  a  job  or  get  housing  or  get  health  care,  are  those  diffi- 
cult to  get  after  you  complete  the  program? 

Fernando.  Well,  when  I  get  out  of  the  program,  right  now  I  have 
a  place  to  live.  There's  a  lot  of  people,  you  know,  they  have  hous- 
ing. It's  real  difficult  for  most  people.  They  need  more  support. 

The  Chairman.  OK.  Well,  I  want  to  thank  all  of  you  very  much. 
You've  given  us  different  aspects  of  this  whole  challenge  in  a  very 
human  way.  I  think  Jossie  probably  if  anyone  ought  to  get  a  round 
of  applause  here,  it  should  be  her.  [Applause.] 

We  want  to  thank  the  three  of  you  and  we  want  to  thank  Jossie 
for  being  an  inspiration,  not  only  to  these  individuals  but  to  the 
rest  of  us  as  well.  You  really  deserve  a  lot  of  credit,  and  we  are 
grateful  for  your  efforts. 

Thank  you  all  very,  very  much. 

We'll  move  right  along.  We're  honored  to  have  the  mayor  join  us 
for  our  second  panel,  and  in  conclusion,  we'll  ask  the  mayor  to 
make  whatever  comments  he  might  like. 

We  have  on  our  next  panel  Dr.  Jerry  Ernst,  who's  the  director  of 
the  AIDS  program  at  Bronx-Lebanon  Hospital,  and  Dr.  Stephen 
Lynn,  the  director  of  emergency  medicine  at  St.  Luke's/Roosevelt 
Hospital  and  chair  of  the  Task  Force  on  Overcrowding  for  the 
American  College  of  Emergency  Physicians.  Why  don't  you  come 
forward? 

Dr.  Ernst,  we're  delighted  to  hear  from  you.  I  think  you're  well 
known,  well  respected  not  only  here  at  this  hospital  and  in  the  city 
but  nationwide,  for  your  imagination  in  trying  to  do  more  with  less 
in  a  very  challenging  and  difficult  time  in  our  whole  health  care 
system  and  dealing  with  both  drug  abuse  and  HIV  disease.  We 
have  learned  a  great  deal  from  you,  and  we  very  much  appreciate 
hearing  from  you  this  afternoon. 

STATEMENT  OF  JEROME  ERNST,  M.D.,  DIRECTOR  OF  AIDS 
SERVICES,  BRONX  LEBANON  HOSPITAL 

Dr.  Ernst.  Thank  you  for  those  kind  words,  and  thank  you  for 
letting  me  testify  here  today. 

I  know  that  I  speak  for  my  colleagues  and  my  patients  in  recog- 
nizing the  efforts  you  have  been  making  in  addressing  the  Ameri- 
can Health  Care  Crisis.  We  here  at  Bronx-Lebanon  are  in  the  epi- 
center of  the  AIDS  and  drug  epidemics.  I  think  that  the  previous 
panel  has  eloquently  testified  to  the  problems  that  we  face. 

The  rate  of  AIDS  cases  in  the  Bronx-Lebanon  catchment  area  is 
more  than  500  per  100,000  people.  Over  20  percent  of  our  inpa- 
tients and  15  percent  of  our  outpatients  test  positive  for  antibodies 
to  HIV.  One  out  of  every  11  babies  born  here  tests  positive.  About 
half  of  these  will  become  ill  of  AIDS.  Almost  30  percent  of  men 
aged  20  to  35  that  are  hospitalized  here  for  reasons  that  have  noth- 
ing to  do  with  AIDS  test  positive.  So  do  12  percent  of  the  women  in 
this  age  group. 
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Last  year  my  team  tended  to  968  possible  admissions  with  HIV 
disease.  We  had  over  1,600  visits  to  our  clinic.  With  our  increasing- 
ly successful  efforts  as  early  detection  and  earlier  treatment  of 
asymptomatic  seropositives,  this  number  will  dramatically  in- 
crease. I  feel  that  Bronx-Lebanon,  an  inner  city  hospital  in  a  pover- 
ty-stricken area  is  doing  an  excellent  job.  Myron  Strober,  the  chair- 
man of  the  board  of  trustees,  along  with  other  board  members,  and 
the  leadership  of  President  Fuentes  have  been  extremely  support- 
ive of  our  program  from  the  start,  and  have  succeeded  in  securing 
Federal,  State,  city  and  private  support  for  the  hospital's  efforts. 

We  do  not  turn  away  AIDS  cases,  or  any  patient,  regardless  of 
their  ability  to  pay.  While  other  institutions  fear  damage  to  their 
images  by  caring  for  AIDS  patients,  as  if  caring  for  the  sick  could 
possibly  damage  a  hospital's  image,  this  hospital  has  reached  out  to 
needy  patients  and  is  constantly  extending  its  limited  resources  to 
meet  the  challenge.  It  is  our  hope  that  the  success  of  Bronx-Leba- 
non in  addressing  the  problems  of  the  needy  can  serve  as  a  model 
for  other  hospitals  throughout  the  Nation. 

Governor  Cuomo  and  his  commissioner  of  health.  Dr.  Axelrod,  se- 
lected us  as  a  State-designated  AIDS  center  and  allowed  us  to  open 
the  inpatient  unit  you  visited  today.  The  enhanced  reimbursement 
rate  provided  by  the  State  has  been  of  critical  importance  in  devel- 
oping our  program  of  comprehensive  services  so  that  we  can  care 
for  the  HIV-infected  individual  from  the  first  positive  HIV  test 
through  the  course  of  his  illness. 

Important  to  this  comprehensive  plan  of  health  care  is  the  outpa- 
tient area  which  you  also  visited.  Dr.  Stephen  Joseph  of  the  city's 
health  department  provided  us  with  new  quarters  for  our  expanded 
clinic,  and  soon  we  will  be  open  5  days  a  week,  providing  care  to 
children  and  adults  with  HIV  disease.  Counselors  provided  by  the 
city  and  State  will  augment  our  prevention  and  education  efforts. 
Our  case  managers  will  function  in  both  the  in-  and  out-patient  set- 
tings. We  will  try  to  have  the  same  doctor  and  case  manager  to 
follow  the  patient  from  the  time  of  their  entry  into  our  system. 

The  hospital's  State-supported  rebuilding  and  revitalization  pro- 
gram will  provide  new  facilities  for  AIDS  inpatient  services  and  in- 
patient drug  treatment  programs.  Ground  will  soon  be  broken  for  a 
240-bed  nursing  home  to  be  built  across  the  street  from  here.  Half 
of  those  beds  will  be  for  AIDS  patients.  I  invite  the  Senator  to 
return  for  those  ground-breaking  ceremonies. 

Our  just  received  $3.7  million  grant  from  NIAID  for  a  communi- 
ty program  for  clinical  research  in  AIDS  will  bring  the  newest 
treatment  to  our  community.  I  thank  the  Senator  for  efforts  in  se- 
curing passage  of  that  program.  That  center,  combined  with  the 
community  liaison  program  funded  by  the  New  York  AIDS  Consor- 
tium, will  give  substance  to  the  complex  network  we  have  created 
of  community  health  groups,  local  practitioners,  neighborhood  clin- 
ics, shelters  for  the  homeless,  dedicated  housing,  and  drug  treat- 
ment programs. 

Our  aim  is  to  utilize  the  epidemic  to  unify  the  entire  network  of 
health  care  providers,  train  the  community  doctors  to  treat  the 
early  stages  of  the  disease,  provide  the  needed  backing  here  at  the 
hospital,  and  eventually  accommodate  those  that  need  it  in  the 
nursing  home. 
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Patients  will  move  through  the  network  as  their  needs  demand, 
guided  by  the  case  manager.  We  hope  to  have  an  AIDS  adult  day- 
care program  to  provide  a  structured  environment  to  the  HIV  pa- 
tient, to  keep  him  or  her  well,  away  from  drugs,  and  as  productive 
as  possible. 

There  are  some  areas  of  immediate  need.  We  need  more  doctors, 
nurses,  and  social  workers.  American-trained  doctors  must  accept 
the  responsibility  of  caring  for  their  fellow  citizens.  This  epidemic 
is  the  most  important  medical  fact  of  the  past  and  next  decade.  If 
we  are  lacking  doctors,  something  is  terribly  wrong  with  our 
system  of  education. 

I  strongly  support  your  efforts  for  the  revitalization  with  the 
National  Health  Service  Corps.  We  need  to  match  providers  to  pa- 
tients. We  need  more  drug  treatment  programs.  AIDS  and  drug 
abuse  are  linked  to  poverty.  We  have  too  much  of  that  here.  New 
York  City  has  about  a  quarter  of  a  million  addicts  but  only  30,000 
methadone  treatment  slots.  There  are  yet  no  effective  treatment 
programs  for  crack  cocaine  addicts,  yet  most  of  our  AIDS  cases 
here  are  drug  abusers  or  people  who  have  had  sex  with  drug  abus- 
ers. 

Just  last  week,  a  State  proposal  to  provide  a  network  of  primary 
care  and  drug  treatment  centers  was  turned  down  by  HRSA.  This 
hospital  was  part  of  that  network.  Services  would  have  been  pro- 
vided to  10,000  people,  and  over  50  health  care  professionals  would 
have  been  trained  in  HIV  drug  treatment  primary  care.  Most  of 
the  projects  HRSA  chose  to  fund  then  were  in  areas  with  low  inci- 
dence of  AIDS  cases.  New  York,  with  almost  60  percent  of  the 
country's  AIDS  cases,  received  only  six  percent  of  those  funds. 

We  are  an  AIDS  Drug  Assistance  Program,  ADAP,  center  and 
are  grateful  for  your  support  of  that  program.  Yet  that  funding  is 
not  yet  secure.  We  need  more  low-income  housing.  Allow  me  to 
dramatize  the  problem. 

We  have  patients  with  CNV  retinitis,  a  viral  infection  of  the  eye 
that  results  in  blindness  without  daily  injections  of  the  HBG.  We 
arrange  with  the  visiting  nurse  service  to  make  daily  visits  to  ad- 
minister the  drug.  But  if  the  patient  has  no  home,  he  or  she  stays 
in  the  hospital  until  one  becomes  available.  Frequently,  the  patient 
dies  in  the  hospital  before  all  of  these  arrangements  are  completed. 

HIV  disease  is  now  a  chronic  illness.  We  need  help  with  the 
strengthening  of  our  service  networks  so  that  we  can  reach  every- 
one, educate  and  prevent  infection  of  the  uninfected,  and  treat 
early  the  HIV-positive  person.  We  need  Federal  disaster  relief.  Our 
Government  appropriated  $3.5  billion  for  San  Francisco  8  days 
after  that  terrible  earthquake  that  killed  60  people.  Less  than  one 
percent  of  that  amount,  $35  million  has  gone  to  AIDS  in  San  Fran- 
cisco, a  disaster  that  has  killed  over  5,000  residents  of  that  city. 

Our  community  is  in  crisis.  AIDS  is  just  another  blow.  Crime, 
drug  abuse,  single-parent  families,  teenage  pregnancy,  poverty,  all 
of  these  are  endemic  here.  When  one  thinks  of  America,  one  does 
not  think  of  the  South  Bronx.  When  one  views  the  Government's 
response  to  our  needs,  one  does  not  think  of  America.  Surely  we 
deserve  better. 

Thank  you.  [Applause.] 
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The  Chairman.  We'll  come  back  to  the  questions.  Well  hear 
from  Dr.  Lynn  who  will  tell  us  about  the  crisis  in  the  emergency 
rooms  and  about  the  general  challenges  of  emergency  medicine  at 
St.  Luke's/ Roosevelt  Hospital.  He  is  also  the  chairman  of  the  Over- 
crowding Task  Force  of  the  American  College  of  Emergency  Physi- 
cians. We  look  forward  to  hearing  from  you. 

STATEMENT  OF  STEPHEN  LYNN,  M.D.,  DIRECTOR  OF  EMERGEN- 
CY MEDICINE,  ST.  LUKE'S/ROOSEVELT  HOSPITAL,  AND  CHAIR- 
MAN, TASK  FORCE  ON  OVERCROWDING,  AMERICAN  COLLEGE 
OF  EMERGENCY  PHYSICIANS 

Dr.  Lynn.  Senator  Kennedy,  Mayor-Elect  Dinkins,  and  Borough 
President  Ferrer,  it  is  a  great  pleasure,  indeed,  to  be  able  to  speak 
to  you.  I  am  Stephen  Lynn.  I  am  an  emergency  physician.  As  you 
said,  I'm  director  of  the  Department  of  Emergency  Medicine  at  St. 
Luke's/Roosevelt  Hospital  Center,  one  of  the  city's  largest  hospi- 
tals. My  staff  and  I  see  over  150,000  patients  in  our  emergency  de- 
partment every  year. 

I  speak  to  you,  as  well,  as  a  representative  of  the  American  Col- 
lege of  Emergency  Physicians,  a  national  organization  representing 
13,500  emergency  physicians,  and  I'd  like  to  think  that  I  speak  to 
you,  as  well,  as  an  advocate  for  the  90  million  patients  who  will 
enter  emergency  departments  in  this  country  in  the  year  1989. 

Many  Americans  face  a  significant  health  care  crisis  that  is 
widespread  and  growing.  Hospital  overcrowding  and  the  resultant 
backup  of  patients  that  occurs  in  emergency  departments  through- 
out the  country  is  severely  limiting  access  to  emergency  care  and 
has  the  potential  to  cut  the  quality  of  that  care  beyond  the  margin 
of  safety. 

Overcrowding  occurs  when  there  are  no  available  inpatient  beds 
or  intensive  care  unit  beds,  or  it  occurs  when  neighboring  hospitals 
have  closed  their  doors  or  their  emergency  departments.  As  a 
result,  patients  who  are  admitted  to  the  hospital  by  emergency 
physicians  wait  in  the  emergency  department  for  inpatient  beds. 
Some  patients  wait  for  hours;  many  patients  wait  for  days. 

I  am  aware  of  emergency  departments  in  which  more  than  50  pa- 
tients have  been  waiting  in  the  emergency  department,  admitted, 
for  inpatient  beds.  I  am  aware  of  patients  that  have  waited  longer 
than  a  week  in  the  emergency  department  with  no  inpatient  bed. 
And  I  am  aware  of  many  patients  who  have  been  admitted  to  the 
hospital  and  discharged  from  the  same  hospital,  never  having  left 
the  emergency  department,  never  having  seen  an  inpatient  bed. 

The  essence  of  the  problem  is  quite  simple.  There  are  too  many 
patients  accessing  the  health  care  system  through  the  emergency 
department,  and  there  are  too  few  inpatient  beds  available. 

If  society  thinks  that  this  is  a  problem  that  only  affects  the  poor 
or  only  affects  inner  city  hospitals,  it  is  wrong.  It  may  be  dead 
wrong.  The  American  College  of  Emergency  Physicians  has  recent- 
ly completed  a  broad-brush  survey  in  which  physicians  from  41  of 
its  50  chapters  and  the  District  of  Columbia  have  reported  severe 
overcrowding  in  their  hospitals  and  emergency  departments.  Grid- 
lock in  the  emergency  department  is  reported  in  the  entire  Eastern 
seaboard:  Washington,  Baltimore,  Philadelphia,  New  York,  Boston 


16 


and  Ontario.  We  have  reports  from  Los  Angeles  and  from  San 
Francisco,  from  Miami,  from  Memphis,  and  from  Houston.  But  we 
also  have  reports  from  Greenville,  NC,  and  from  Alaska,  and  from 
rural  West  Virginia. 

What  has  caused  this  problem.  Senator  Kennedy?  There  are  two 
causes.  First,  there  are  a  shortage  of  resources.  Second,  there  is  a 
tremendous  expansion  in  the  need  for  emergency  care.  Shortage  of 
resources.  We  have  too  few  nurses.  There  are  many  beds  available 
in  this  city  and  throughout  the  country  today  that  cannot  have  pa- 
tients in  them  because  there  are  no  nurses  to  staff  them.  Hospitals 
and  emergency  departments  close.  There  are  not  enough  nursing 
home  beds. 

In  New  York  and  in  Massachusetts  at  this  time,  there  are  thou- 
sands of  patients  that  occupy  acute  care  hospital  facilities  that  ev- 
erybody agrees  would  be  better  served  in  nursing  homes  or  in 
home  health  care  facilities,  but  for  whom  no  such  services  are 
available. 

Next,  there  is  an  increased  demand  for  emergency  services.  The 
American  Hospital  Association  tells  us  that  in  this  year  40  percent 
of  all  patients  admitted  to  all  hospitals  in  this  country  will  be  ad- 
mitted through  the  emergency  department.  In  1980,  that  number 
was  30  percent.  And  as  I  mentioned  before,  they  tell  us  that  in  this 
year,  1989,  90  million  patients  will  seek  care  in  this  country's 
emergency  departments,  more  than  had  ever  done  so  before. 

When  we  add  to  that  the  increased  number  of  poor  and/or  unin- 
sured patients,  persons  with  AIDS,  and  patients  with  drug  abuse, 
the  system  that  is  overcrowded  and  overwhelmed  begins  to  crum- 
ble. AIDS  may  be  the  straw  that  breaks  the  camel's  back. 

Unfortunately,  the  results  of  overcrowding  are  well-known  to 
most  of  us.  That  is  part  of  why  we  are  here  today.  Emergency  de- 
partments were  not  intended  to  be  inpatient  units  or  intensive  care 
units.  And  when  they  are  asked  to  provide  those  services  for  a  pro- 
longed period  of  time,  quality  of  care  suffers  and  patients  suffer. 
When  half  or  more  of  the  emergency  department's  staff  and  space 
and  equipment  are  devoted  to  providing  care  for  patients  who  are 
admitted  to  the  hospital,  how  can  we  adequately  provide  care  for 
the  next  patient  that  approaches  the  emergency  department  with  a 
new  illness  or  a  new  injury? 

And,  once  again,  if  a  hospital  or  an  emergency  department  has 
no  bed,  whether  the  next  patient  who  comes  to  that  emergency  de- 
partment has  no  home  and  not  a  dollar  in  his  pocket,  or  whether 
that  next  patient  is  capable  of  purchasing  the  hospital,  if  there  is 
no  bed  available,  that  patient  will  wait.  The  emergency  department 
is  the  great  equalizer  in  our  society. 

Where  do  we  go  from  here?  We  need  to  re-evaluate  our  most 
basic  societal  commitments  and  priorities,  and  we  need  to  reinvest 
in  our  health  care  system.  First,  we  must  guarantee  the  access  to 
primary,  preventive,  continuing  and  emergency  care  to  all  mem- 
bers of  our  society,  and  we  must  guarantee  adequate  reimburse- 
ment for  hospitals,  community  clinics,  and  providers  of  that  care. 
We  must  guarantee  that  health  care  once  again  becomes  a  right  of 
all  members  of  our  society  and  not  a  privilege  only  for  those  few 
who  can  afford  it.  And  until  we  do  so,  none  of  us  can  be  confident 
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of  access  to  quality  of  emergency  care,  quality  of  care  that  we 
expect  and  that  we  deserve. 

Next,  we  must  re-evaluate  the  way  in  v/hich  we  pay  for  emergen- 
cy care  and  make  certain  that  there  are  no  financial  obstacles  to 
that  care.  We  must  listen  to  the  study  commissioned  by  our  own 
Health  Care  Financing  Administration.  And  when  that  study  asks 
in  its  title,  ''Prospective  Payments  to  Hospitals:  Should  Emergency 
Admissions  Have  Higher  Rates?"  and  when  that  study  answers  re- 
soundingly yes,  and  says  patients  who  are  admitted  through  the 
emergency  department  cost  more  than  patients  admitted  through 
other  means,  we  need  to  take  heed  and  we  need  to  take  action. 

Particularly  in  New  York  City,  but  in  other  parts  of  the  country 
as  well,  we  must  encourage  the  building  of  new  hospitals,  new 
emergency  departments,  and  new  critical  care  units.  And  we  must 
be  ready  to  reimburse  for  their  full  cost  of  construction. 

Last,  we  must  guarantee  the  highest  quality  of  professional  nurs- 
ing staff  is  attracted  and  retained  to  work  in  our  hospitals.  Those 
thousands  of  beds  in  this  city  and  throughout  the  country  that  are 
available  today  that  could  be  providing  patient  care,  but  can't  do  so 
because  of  lack  of  nurses,  must  be  put  back  in  line. 

Senator  Kennedy,  as  we  look  to  the  future,  we  join  your  fervent 
hopes  that  peace  and  enhanced  security  will  allow  us  to  redouble 
our  societal  investments.  The  place  is  health  care.  The  time  is  now. 
[Applause.] 

The  Chairman.  Thank  you  very  much,  Doctor. 
Let  me  start  off,  and  I  welcome  any  comments  or  questions  by 
the  mayor. 

Dr.  Lynn,  you  were  talking  about  those  that  are  admitted  to  the 
emergency  room  that  don't  get  a  bed.  What  happens  to  them? 
Emergency  rooms  are  not  equipped  to  deal  with  patients — basical- 
ly, they're  designed  to  deal  with  the  trauma  of  a  few  hours  perhaps 
and  then  have  that  patient  move  on.  What  does  this  do  to  both  the 
quality  of  care  and  to  the  patients  themselves  as  they  are  in  there, 
as  you  described  in  some  instances,  several  days  without  getting  a 
bed? 

Dr.  Lynn.  You're  absolutely  correct  in  saying  that  emergency  de- 
partments were  not  designed  nor  equipped  to  provide  long-term 
care.  You  and  I  and  other  patients  have  very  simple  expectations 
when  we're  admitted  to  the  hospital.  We  expect  privacy.  We  expect 
the  ability  to  turn  out  the  lights.  We  expect  the  ability  to  have  visi- 
tors, to  use  the  telephone,  perhaps  even  to  see  a  TV  or  to  sleep  on 
a  comfortable  mattress.  Emergency  departments  cannot  provide 
even  that  minimal  care. 

We  provide  the  basis  medical  and  nursing  care  that  our  patients 
need.  We  are  not  able  to  provide  the  amenities  of  care  that  they 
deserve. 

The  Chairman.  Whether  people  get  a  bed  or  not,  does  that 
depend  on  their  ability  to  pay  and  their  insurance?  Or  is  that 
something  that  is  uniform? 

Dr.  Lynn.  It's  independent  of  their  ability  to  pay.  Once  again, 
those  of  us  that  feel  that  this  is  a  problem  only  for  the  poor  are 
making  a  big  mistake.  When  there  are  no  beds  available,  it  doesn't 
make  any  difference  if  you're  rich  or  poor.  You  are  likely  to  wait  in 
the  emergency  department. 
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This  is  a  problem  that  affects  all  classes.  It  affects  many,  many 
cities  in  areas  throughout  the  entire  country. 

The  Chairman.  The  principal  cause  for  the  entry  of  patients  into 
the  hospital  through  the  emergency  room,  outside  of  the  issue  of 
AIDS  and  drug  abuse,  what  phenomenon  has  caused  that? 

Dr.  Lynn.  I  think  there  are  several  reasons.  I  think  one  is  that 
people  don't  have  insurance  and  don't  have  ability  to  pay.  In  that 
case,  those  patients'  only  access  to  the  health  care  system  is  fre- 
quently the  emergency  department.  That  may  not  be  correct  or 
ideal,  but  it's  frequently  the  case. 

I  think  as  well  today  the  patients  that  we  see  in  the  emergency 
department  and  in  hospitals  in  general  are  far  sicker,  far  more 
complicated  in  their  illnesses,  than  the  patients  that  we  dealt  with 
10  years  ago.  We  are  much  more  efficient  in  admitting  only  those 
patients  who  require  hospital  care,  and,  consequently,  the  patients 
that  come  in  tend  to  be  much  sicker  and  have  a  greater  likelihood 
of  coming  into  the  hospital  through  the  emergency  department. 

But  I  cannot  overemphasize  the  effect  of  poverty,  AIDS,  and  drug 
abuse  as  adding  substantially  to  increase  the  number  of  patients 
entering  the  health  care  system  through  the  emergency  depart- 
ment. 

The  Chairman.  The  next  question,  if  we  were  facing  a  crisis  in 
the  emergency  rooms  before  AIDS  and  drugs,  which  I  understand 
from  your  earlier  testimony  we  are,  what  has  this  additional 
burden  placed  on  the  emergency  room?  And  if  you  would,  can  you 
extrapolate  on  your  understanding  of  what  will  be  the  flow  line  of 
needs  and  demands  of  both  AIDS  and  substance  abuse  over  the 
next  5  to  10  years  and  what  will  be  the  repercussions  on  emergency 
rooms  and  hospitals? 

Dr.  Lynn.  I  think  that  unfortunately  there  are  not  going  to  be 
short-term  or  easy  solutions  for  poverty,  for  AIDS,  or  for  drug 
abuse.  And  even  if  we  chose  today  to  create  thousands  of  additional 
nurses,  it  would  take  years  for  them  to  enter  the  system.  And  even 
if  we  chose  today  in  New  York  City  to  build  five  or  10  new  hospi- 
tals, it  would  take  5  years  before  they  were  occupiable. 

I  don't  see  any  easy  short-term  solutions  to  the  problem  of  hospi- 
tal overcrowding  and  emergency  backup.  My  grave  concern  is  that 
in  the  near  short-term  future  the  problem  that  we  have  today  and 
the  problem  that  we  face  so  significantly  in  New  York  City  will  be 
far  more  severe  throughout  the  rest  of  the  country.  I  fear  the 
worst.  I  think  we  need  active  intervention  at  the  present  time. 

I  know  that  that  will  take  effort.  I  know  that  that  will  cost 
money.  I  am  convinced  it  needs  to  be  done,  and  it  needs  to  be  done 
now. 

The  Chairman.  Finally,  what  you  are  describing,  is  that  the  con- 
dition, or  becoming  the  condition,  in  most  of  the  emergency  rooms 
in  hospitals  in  New  York  City  and  in  major  urban  areas  of  the 
country?  Is  that  what  you're  telling  us? 

Dr.  Lynn.  The  situation  that  I'm  describing  is  the  problem  in 
almost  every  emergency  department  in  New  York  City  without  ex- 
ception. And  it  is  frequently  the  problem  in  many  emergency  de- 
partments throughout  the  rest  of  the  country.  And  our  concern,  as 
the  American  College  of  Emergency  Physicians,  is  that  the  problem 
that  we  see  today  seems  to  be  increasing  in  scope  and  scale  and  ex- 
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tending  beyond  the  confines  of  the  inner  city  into  the  suburbs  and 
into  the  rural  areas  as  poverty,  AIDS,  and  drug  abuse  move  out  of 
the  city  as  well. 

The  Chairman.  Dr.  Ernst,  let  me  ask  you,  how  many  people  with 
AIDS  are  in  your  hospital  but  do  not  need  an  acute  bed? 

Dr.  Ernst.  Probably  around  10  percent  of  our  patients  are  await- 
ing housing  or  awaiting  a  nursing  home  bed.  The  problem  is  par- 
ticularly acute  in  patients  with  AIDS  dementia.  Probably  five  per- 
cent of  our  patients  are  demented  with  no  place  to  go.  State  mental 
institutions  will  not  take  them,  and  nursing  homes  won't  take 
AIDS  patients  and  certainly  won't  take  these  patients.  And  it's 
very  difficult  to  find  housing,  safe  housing,  for  demented  people.  So 
we  have  a  substantial  number  of  demented  patients. 

We  have  a  substantial  number  of  patients  who  need  hospice  care. 
I  mentioned  to  your  earlier  that  the  only  hospice  in  the  borough 
closed  because  reimbursement  rates  were  not  adequate  to  pay  for 
the  care.  So  we  have  people  waiting  to  die  in  some  of  our  beds  who 
are  getting  care,  but  that  care  does  not  have  to  be  given  in  an 
acute  care  hospital. 

We  have  a  substantial  number  of  homeless  patients.  We  do  not 
discharge  homeless  AIDS  patients  back  to  the  street  or  back  to  the 
shelters.  So  they  frequently  wait  here  until  we  are  able,  our  social 
workers,  our  case  managers  are  able,  together  with  the  city,  to  find 
them  housing  in  the  community — housing,  I  must  add,  that  even 
for  a  healthy  person  would  be  veiyi^difficult  to  live  in. 

The  Chairman.  Tell  me  about  the  nursing  homes.  What  is  the 
situation?  You  have  people  that  from  a  medical  point  of  view  could 
go  to  a  nursing  home  if  there  were  nursing  home  beds  available, 
and  that  would  actually  cost  the  system  a  good  deal  less  and  per- 
haps be  more  humane  for  that  individual,  but  they  are  not  able  to 
get  placed  in  nursing  homes? 

Dr.  Ernst.  Well,  there  are  one  or  two  nursing  homes  in  the  city 
that  accept  AIDS  patients.  The  other  nursing  homes  do  not  accept 
AIDS  patients.  We  are  unable  to  place  them  in  those  nursing 
homes.  That's  a  primary  motivation  for  the  hospital  building  a 
nursing  home  across  the  street  that  will  accept  up  to  128  patients. 
We  are  actively  working  with  Commissioner  Axelrod  in  getting 
some  AIDS  programs  in  some  borough  nursing  homes,  but  it's  very 
difficult.  It's  very  slow,  and  there  are  a  lot  of  barriers,  both  societal 
barriers  and  also  fiscal  barriers. 

Dr.  Lynn.  For  nursing  homes  in  general.  Commissioner  Axelrod 
and  the  New  York  State  Department  of  Health  recognize  that  the 
positive  unmet  bed  need — that  is,  the  number  of  nursing  homes 
that  New  York  City  needs  today — is  4,500  nursing  home  beds. 

The  Chairman.  Just  a  final  couple  of  questions,  and  then  I'd  ask 
the  mayor  to  ask  what  questions  he  might  have. 

As  I  understand,  this  service  area  has  five  primary  care  doctors 
per  100,000  patients.  The  national  average  is  211  per  100,000.  What 
can  you  do  in  the  face  of  the  shortage?  And  I  also  heard  that  you 
have  places  available  for  doctors  that  specialize  in  infectious  dis- 
eases and  also  other  trained  personnel  such  as  social  workers. 
Could  you  talk  about  that? 

Dr.  Ernst.  The  major  part  of  health  care  to  these  patients  in  our 
hospital  is  met  by  house  staff.  House  staff  from  foreign  countries 
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who  come  to  America  to  learn  the  best  America  has  to  offer  are 
shouldering  the  burden  that  American  doctors  are  not  picking  up. 
So,  first,  we're  doing  an  injustice  to  these  highly  motivated  foreign- 
trained  doctors  who  come  here  and  forced  to  take  jobs  that  Ameri- 
can doctors  won't  take. 

Attending  physicians,  people  who  have  finished  their  training, 
we  hire  a  substantial  number  of  Bronx-Lebanon  graduates,  gradu- 
ates of  our  training  program.  I  have  a  pulmonary  fellowship  train- 
ing program,  and  I  try — my  partner  for  10  years  is  a  graduate  of 
that  program.  We  try  to  hire  people  that  we  train  because  we  know 
that  we  trained  them  well.  It  is  very  difficult  for  us  to  attract. 

Dr.  Irene  Grant  from  Memorial  Hospital  is  here.  We  have  two 
positions  open  now  that  are  paying — I'm  ashamed  to  let  her  know 
this,  but  are  paying  close  to  $100,000  for  an  ID  physician.  I  am 
unable  to  fill  those  positions. 

We  are  trying  to  hire  nurse  practitioners  and  PA's.  We  have  one 
PA  now.  We're  getting  another  PA.  It's  been  a  tremendous  struggle 
to  find  these  patients.  Primary  care  doctors,  good  primary  care  doc- 
tors can  deal  with  most  of  the  problems  of  the  AIDS  epidemic.  We 
envision  the  ID  consultant,  the  super-specialist,  to  have  a  supervi- 
sory or  consulting  role  in  this  apparatus,  and  the  primary  care 
doctor  or  the  family  practitioner  will  do  most  of  the  daily  work.  It's 
very  difficult  for  us  to  find  primary  are  practitioners  and  then  find 
those  who  have  the  interest  in  AIDS  care. 

The  situation  is  

The  Chairman.  The  National  Health  Service  Corps,  did  you  try 
that? 

Dr.  Ernst.  We  do  not  meet  the  requirements  for  health  manpow- 
er. This  district  doesn't  because  there  are  so  many  doctors  in  this 
hospital  with  no  patient  care  responsibilities  that  are  counted  in 
the  number.  So  our  pathologists  and  our  radiologists,  the  providers 
who  do  not  take  care  of  patients  but  are  necessary  for  the  hospi- 
tal's function,  count  in  our  total.  We  do  not  make  it  under  that 
system. 

The  Chairman.  We'll  do  everything  we  can  in  order  to  change 
that.  Just  a  parenthetical,  and  then  I'll  yield. 

The  American  taxpayer  pays  about  65  percent  of  all  medical  edu- 
cation. We  used  to,  15  years  ago,  have  one  out  of  three  applicants — 
or  of  three  applicants  that  were  qualified  in  any  medical  school  in 
the  country,  they  had  to  choose  one.  The  taxpayers  pay,  unlike  law 
school.  And  who's  paying  those  taxes  are  basically  working  Ameri- 
cans. They're  the  bulk  of  it,  and  they're  the  ones  that  are  in  the 
greatest  need  generally  in  terms  of  primary  care.  It  always  seemed 
to  me  that  we  fought  that  battle  a  number  of  years  ago.  Maybe 
we'll  come  back  and  try  to  win  it  this  time.  But  if  you're  able  to 
indicate  to  those  young  people  at  the  start  of  it  that  they  are  going 
to  have  some  advantage,  they're  academically  and  otherwise  quali- 
fied to  gain  the  entrance  into  medical  school,  why  not  give  them 
some  edge  if  they're  willing  to  serve? 

As  I  say,  we  debated  that,  and  I  ended  up  on  the  short  end  of  the 
votes  on  that  one  some  time  ago.  But  you  never  know  these  days. 
We  may  come  back  to  it  because  it  is,  it  seems  to  me,  a  very,  very 
special  and  important  responsibility.  Other  countries  are  able  to 
deal  with  that  issue  in  a  variety  of  different  ways.  We  certainly 
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have  to  deal  with  it  a  great  deal  more  effectively  than  we  have  to 
date. 

I  don't  know  whether  the  mayor  would  like  to  ask  any  questions. 
WeVe  got  two  outstanding  experts.  I'm  sure  we've  got  a  lot  of  ex- 
perts in  this  room  today,  having  spent  just  a  few  moments  with 
many  of  them  as  we  toured  through  the  corridors  and  the  facilities. 

I'd  be  glad  to  yield  to  the  mayor. 

Mr.  DiNKiNS.  I  have  just  one  area  of  questions.  You  seemed  cer- 
tainly to  have  covered  things  very  well.  It's  good  to  see  you  again. 
I'm  glad  you're  here  on  this  important  topic.  Always  nice  to  be 
with  my  colleague  on  the  Board  of  Estimate,  Freddie  Ferrer. 

You  discussed  the  shortage  of  beds  and  the  difficulties  that  give 
us  the  backup  we've  got  in  emergency  rooms,  and  with  an  aware- 
ness that  many  people  use  the  emergency  room  as  a  family  doctor 
anyhow,  and  thereby  they  don't  come  often.  They  come  when 
they're  in  bad  shape. 

It's  my  understanding  that  often  we  have  people  in  beds  who 
have  sufficiently  recovered  to  be  discharged,  but  the  absence  of 
availability  of  home  health  care  is  such  that  they  do  not  get  dis- 
charged, maybe  1  day,  2  days,  3  days,  or  5  days  at  considerable  cost 
and,  obviously,  no  great  advantage  to  the  patient.  I  just  wondered 
if  you  had  any  feel  for  that  aspect  of  things. 

Dr.  Lynn.  Early  in  1989,  the  Department  of  Health  released  a 
survey  in  New  York  City  that  estimated  that  6  percent  of  the  city's 
acute  care  hospital  beds  were  filled  by  patients  that  either  required 
nursing  home  care  or  home  health  care.  I  know  that  in  my  hospital 
there  is  almost  10  percent  of  our  acute  care  beds  filled  by  patients 
that  we  call  on  an  alternate  level  of  care.  Everybody  agrees — the 
family,  the  physician,  the  patient — that  that  patient  would  be 
better  served  elsewhere,  but  the  services  and  the  facilities  at  the 
present  time  are  not  available. 

If  we  were  able  to  free  up  those  beds,  we  would  have  far  less 
problem  in  admitting  patients  through  the  emergency  departments 
and  finding  beds  for  all  types  of  patients  throughout  the  city.  It 
would  be  an  important  step  in  the  direction  of  the  solution  to  solve 
that  problem.  Massachusetts  and  other  States  have  very  similar 
problems. 

Mr.  DiNKiNS.  The  sad  part  about  it  is  that  those  persons  who  do 
this  home  health  care  work  are  very  low-paid  people. 
Dr.  Lynn.  Very  low  pay,  indeed. 

Mr.  DiNKiNS.  A  tremendous  turnover,  in  excess  of  50  percent, 
poorly  trained — it's  not  their  fault;  absence  of  knowledge  about  cul- 
tural differences,  a  variety  of  reasons.  And  it  is  such  a  small  ex- 
penditure in  a  relative  sense  that  would  help  cure  that  problem. 
Some  of  us  have  so  argued  for  a  long  time. 

Dr.  Lynn.  It  would  be  a  wise  expenditure. 

The  Chairman.  I  couldn't  agree  more  with  the  mayor.  We  all 
know  in  our  society — take  people,  for  example,  in  day  care,  nickels 
and  dimes.  Head  Start  programs,  nickels  and  dimes,  taking  care  of 
our  children.  People  who  are  trying  home  health  care,  those  who 
are  looking  out  after  our  parents,  don't  get  paid  a  decent  wage. 

It  just  seems  to  me  it's  another  reflection  of  where  we  are  as  a 
society.  I  mean,  somehow  we've  got  to  be  serious  about  this  busi- 


22 


ness  to  begin  to  come  to  grips  with  it.  That's  another  issue  for  an- 
other time. 

We  were  able  to  get  $20  million  for  home  health  care  for  people 
with  AIDS  in  the  budget  this  year.  You  could  probably  use  it  all  up 
in  the  Bronx.  Nonetheless,  with  scarce  resources,  we'll  wait  for  the 
mayor's  application  for  that. 

You  make  a  powerful,  convincing  case  for  the  use  of  community- 
based  outpatient  services  how  to  treat  these  people,  how  to  do  it  in 
a  humane  and  decent  way  to  delivery  care  that  is  both  cost  effec- 
tive and  compassionate.  We  want  you  to  know  we  will  continue  to 
support  such  initiatives. 

I  want  to  thank  you  very  much.  This  has  been  a  powerful  presen- 
tation. I  think  it's  been  enormously  informative.  I  had  some  sense 
about  the  problem  before  getting  started  this  afternoon,  and  you 
have  reaffirmed  my  sense  of  urgency  in  a  very  significant  way.  I 
must  say,  one  thing  that  I  found  extraordinary  rejuvenating  is  the 
presence  of  men  and  women  like  you  in  this  hospital,  in  the  thick 
of  the  gale  and  willing  to  undertake  impossible  and  critical  tasks. 
Hopefully,  your  efforts  will  inspire  enough  of  those  that  have  the 
responsibility  to  act,  to  be  more  responsive  to  health  care  needs 
and  finally  come  to  grips  with  this  life  or  death  issue. 

We  would  now  like  to  hear  from  Mayor-elect  David  Dinkins.  He 
has,  as  many  of  you  know,  been  a  good  friend  of  mine,  and  I  wel- 
comed the  opportunity  to  work  with  him  in  the  course  of  his  cam- 
paign. One  of  the  very  important  reasons  is  because  of  his  long- 
standing commitment  to  quality  health  care,  which  is  ongoing,  per- 
severing, and  persisting.  It  is  an  issue  which  I  certainly  care  a 
great  deal  about,  and  the  people  of  New  York  City  care  a  great 
deal  about.  It's  important  to  have  someone  at  the  helm  who  has 
spent  time  on  this  issue.  I  think  it  can  make  a  big  difference. 

I  welcome  whatever  comments  the  good  mayor  would  like  to 
make  at  this  point,  and  then  I'll  make  a  final  few  comments,  and 
we'll  wrap  up  our  hearing. 

Mayor,  we're  delighted  to — I  almost  said,  welcome  you  to  New 
York.  We  are  glad  to  be  here  and  back  in  a  familiar  setting.  We 
have  spent  time  in  New  York  hospitals  before,  and  the  mayor  has 
been  good  enough  to  help  educate  me  about  some  of  the  challenges 
the  city  faces  in  terms  of  the  health  care  crisis. 

STATEMENT  OF  DAVID  DINKINS,  MAYOR-ELECT,  CITY  OF  NEW 
YORK,  MANHATTAN  BOROUGH  PRESIDENT 

Mr.  Dinkins.  Thank  you  very  much.  I'm  sure  you've  acknowl- 
edge heretofore  the  presence  of  your  colleague  in  the  Congress  for- 
merly, Herman  Badillo.  Fm  sure  there  are  others  here. 

Freddie,  I'm  delighted  to  be  here  with  you.  They  told  me  you 
were  going  to  be  up  in  his  neighborhood,  in  Massachusetts,  and  I 
was  delighted  that  you're  here. 

I  do  have  just  a  few  remarks.  I  thank  you.  Senator  Kennedy,  for 
permitting  me  to  address  this  public  hearing  on  a  topic  that  sym- 
bolizes one  of  the  worst  public  health  disasters  to  impact  on  our 
Nation  and  our  city  in  decades.  That's  HIV  illness  and  AIDS.  We 
have  just  heard  the  most  compelling  and  vivid  testimony  from  cou- 
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rageous,  dignified  people  who  are  living  with  AIDS  or  helping 
those  living  with  and  affected  by  HIV  and  AIDS. 

The  fact  is  that  we're  all  impacted  by  this  epidemic  every  day, 
and  I  just  want  to  say  a  word  about  these  physicians.  It  makes  you 
feel  good  about  the  future  to  know  that  there  are  young  men  and 
women  who  are  dedicated  and  committed  and  who  truly  care  and 
are  out  here  working. 

You  know,  I  suppose  there's  nobody  in  this  room  that  doesn't 
know  somebody  who  now  has  AIDS  or  who  has  died  from  AIDS.  I 
know  I  can  number  quite  a  few.  And  more  and  more,  we're  coming 
to  recognize  that  it  can  strike  anywhere  and  at  any  time.  The  time 
was  when  we  felt  that  AIDS  was  an  illness  of  white  gay  males. 
Well,  we  know  it's  not  true.  I  don't  know  what  the  current  figures 
are,  but  for  persons  of  color,  it's  knocking  on  the  door  to  40,  45  per- 
cent, they  tell  me.  So  more  and  more,  people  like  Freddie  and  I 
have  to  get  word  out  in  our  communities  and  let  people  know  that 
it  is  important.  I  was  pleased  to  be  supported,  in  the  Board  of  Esti- 
mates, back  aways  in  getting  money  in  the  budget  for  AIDS  educa- 
tion, not  everybody  thought  it  was  that  important  at  the  time. 

What  should  be  perfectly  clear  is  that  in  New  York  City  we're 
fighting  a  dual  epidemic:  Drugs  and  AIDS.  Our  fight  must  be  on 
both  fronts.  Current  estimates  show  that  as  many  as  90,000  drug- 
using  males  and  30,000  drug-using  females  are  HIV  infected.  That 
represents  fully  60  percent  of  an  estimated  total  of  200,000  IV  drug 
users  in  our  city. 

All  recent  studies  indicate  that  HIV  infection  is  spreading  within 
the  IV  drug-using  population  of  New  York  City.  In  fact,  of  those 
entering  drug  treatment  programs,  it  is  reported  that  about  60  per- 
cent are  already  HIV  infected. 

Senator  Kennedy's  plan  is  based  on  the  understanding  that  the 
drugs  and  AIDS  epidemic  have  not  created  a  crisis  but,  rather,  ex- 
posed a  chronic  weakness  of  our  health  care  system.  New  York 
State  has  approximately  2.5  million  New  Yorkers  without  health 
insurance,  and  this  figure  is  said  to  represent  an  under-count  be- 
cause they  only  include  people  that  are  not  covered  for  the  entire 
year,  when  many  people  have  insurance  for  only  part  of  the  year. 

And  who  are  these  people?  Approximately  720,000  are  children 
under  the  age  of  18.  One  in  every  5  children  from  low-income  fami- 
lies is  uninsured.  New  York  City  has  nearly  1.4  million  people  who 
are  uninsured.  And  of  these  1.4  million,  23  percent  are  Latinos  and 
19  percent  are  African- American. 

Sixty-six  percent  of  the  uninsured  are  employed  or  are  depend- 
ents of  an  employed  person.  Many  New  Yorkers  without  health  in- 
surance have  low  incomes.  One  of  every  four  persons  with  incomes 
below  200  percent  of  the  poverty  level— that  is,  $24,200  for  a  family 
of  four — is  without  health  insurance. 

I've  said  repeatedly  that  there  is  a  clear  connection  between  pov- 
erty, drug  abuse,  unemployment,  homelessness,  inadequate  educa- 
tion, and  discrimination.  Among  these,  there  is  clearly  a  connec- 
tion. The  State  Commissioner  of  Health,  David  Axelrod,  has  put 
forth  a  far-reaching  comprehensive  proposal  for  universal  access  to 
health  care  coverage  for  all  New  York  State  residents.  This  plan, 
called  Unicare,  emphasizes  primary  and  preventive  services  with  a 
system  of  cost  containment  through  a  single  payer  authority  that 


24 


will  collect  bills — these  are  sole  payer  bills — and  negotiate  reim- 
bursement rates. 

This  is  a  plan  which  should  be  supported  while  at  the  same  time 
we  fine  tune  its  many  parts  to  meet  State  and  city  needs.  I  intend 
to  work  closely  with  the  State  toward  this  goal. 

We  would  certainly  want  to  see  priority  given  to  the  develop- 
ment of  a  national  health  plan  and,  with  this  in  mind,  will  work 
closely  with  my  friend,  Senator  Kennedy,  to  ensure  the  develop- 
ment of  a  proposal  that  would  provide  universal  access  for  all 
Americans.  Senator  Kennedy's  AIDS  legislative  agenda  affords  us  a 
unique  opportunity  to  support  a  proposal  that  covers  the  many 
critical  aspects  of  the  HIV/ AIDS  epidemic,  targeting  emergency 
relief  to  localities  most  severely  impacted  by  AIDS,  like  right  here 
in  New  York  City;  supporting  community-based  services  which  rep- 
resent the  front  line  of  defense  against  AIDS;  creating  transitional 
and  supportive  housing  for  homeless  people  with  AIDS  as  the  most 
humane  and  cost-effective  response;  providing  financial  assistance 
to  those  individuals  that  are  chronically  disabled  to  maintain  the 
health  and  social  services  they  need  to  deal  with  AIDS  and  drugs; 
and  a  call  to  revitalize  the  National  Health  Services  Corps  and  the 
VISTA  program  as  a  means  of  expanding  the  health  and  social 
services  personnel  needed  to  fight  these  dual  epidemics. 

I'd  like.  Senator,  to  see  if  you  can't  do  something  so  that  these 
physicians  who  don't  really  contribute  to  health  care  don't  water 
down  the  formula  so  as  to  prohibit  your  ability  to  make  applica- 
tion. That  seemed  to  make  a  lot  of  sense  to  me. 

I  pledge  to  be  a  leading  player  in  a  city.  State,  and  Federal  effort 
to  demand  that  New  York  City  receive  the  necessary  dollars  to 
save  lives,  because  no  life  is  expendable.  And  I  will  work  aggres- 
sively to  join  other  leaders  in  those  localities  hardest  hit  by  the  epi- 
demic so  that  we  can  be  one  voice  in  Washington. 

We  will  go  to  Washington,  and  we  will  bring  our  Federal  repre- 
sentatives to  New  York  City  so  that  they  can  also  hear  the  voices 
of  those  represented  here  today. 

Today's  testimony  clearly  articulated  the  need.  Our  city  and 
Nation  is  rich  with  the  talent  to  combat  drugs  and  AIDS  and  im- 
prove a  failing  health  care  system.  I  intend  to  work  very  hard  in 
support  of  those  initiatives  like  the  Kennedy  plan  that  will  work 
for  this  city  and  improve  lives. 

Senator,  I'm  going  to  be  in  Washington  tomorrow  about  drugs 
with  Senator  Biden.  There  is  this  connection  between  these  things, 
especially  in  New  York— drugs  and  AIDS. 

I  don't  know.  It  is,  on  the  one  hand,  awfully  discouraging  as  we 
listen  to  the  statistics  and  we  hear  about  what  Freddie  and  I  have 
to  do  about  the  budget  in  our  town.  But  it's  equally  clear  that  we 
can't  just  close  our  eyes  like  it's  going  to  go  away.  It  is  a  comfort, 
though,  to  see  some  folks  who  are  still  in  the  trenches,  still  work- 
ing hard  to  try  to  get  the  job  done. 

Senator,  I'm  grateful  to  you,  as  always,  for  being  the  vanguard  of 
a  very,  very  important  and  significant  effort.  And  with  my  col- 
league to  my  right  assisting,  guiding,  and  advising,  we're  going  to 
continue  the  battle  here  and  do  what  we  can. 

The  Chairman.  Well,  thank  you.  [Applause.] 
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Both  for  your  continued  involvement  and  for  your  willingness  to 
speak  out  on  these  important  issues. 

When  we  are  back  in  session,  I  intend  to  introduce  legislation 
that,  first  of  all,  would  create  an  emergency  relief  fund  to  help 
areas  hardest  hit  by  AIDS.  Immediate  additional  funding  is  needed 
so  that  overburdened  hospitals,  nursing  homes,  and  other  facilities 
can  continue  to  function.  If  we  can  afford  to  bail  out  the  savings 
and  loan  system,  we  can  find  far  less  those  funds  needed  to  bail  out 
the  AIDS  care  system  also. 

We  know  that  New  York  has  designated  similar  funds.  We're 
doing  that  with  regards  to  the  war  on  drugs.  There's  no  reason 
that  we  shouldn't  do  that  with  regard  to  the  AIDS  epidemic  as 
well. 

Second,  greater  Federal  support  for  the  kind  of  comprehensive 
network  capable  of  delivering  the  full  range  of  health  and  human 
services  to  deal  with  the  AIDS  epidemic,  especially  community- 
based  outpatient  home  health  care,  this  has  been  referred  to  time 
and  again  during  the  course  of  the  afternoon  by  individuals  who 
have  a  real  understanding  about  this  issue.  We  have  attempted  to 
address  that  with  just  the  home  care.  We're  going  to  deal  with  it,  I 
believe,  in  a  more  comprehensive  way.  We're  going  to  try  to  with 
legislation. 

Third,  we  are  going  to  train  and  deploy  more  health  and  human 
service  manpower  to  respond  to  the  epidemic. 

We  must  improve  the  services  for  the  homeless  and  those  at  risk 
for  homelessness.  We've  got  the  expansion  of  the  McKinney  Act. 
Tragically,  of  all  the  legislative  authorization,  the  health  services 
title  of  that  legislation  got  the  least  funding,  probably  because  the 
homeless  don't  have  political  action  committees.  But,  nonetheless, 
we're  going  to  fashion  and  shape  the  kinds  of  care  network  which 
have  been  referred  to  here  to  the  extent  that  we  can  in  that  legis- 
lation. Then  we  should  provide  the  assistance  to  help  the  disabled 
individuals  pay  the  premiums  for  the  private  health  insurance. 
That's  part  of  a  broader  approach,  but  one  that  I  am  fully  commit- 
ted to. 

I  think  one  of  the  issues  which  those  who  are  involved  in  the 
whole  AIDS  effort  should  take  some  heart  from,  is  the  passage  of 
the  Americans  with  Disabilities  Act.  The  protections  against  dis- 
crimination for  people  with  AIDS  and  HIV  infection  clarified 
under  section  504  of  the  Rehabilitation  Act  in  terms  of  Federally 
resistant  programs  have  been  extended  in  a  very  significant  and 
important  way  in  the  AID.  This  legislation  has  passed  the  Senate 
and  will  pass  the  House  of  Representatives  as  sure  as  I'm  sitting 
here.  It  may,  in  many  respects,  be  the  most  important  legislation 
we  pass  in  this  Congress.  In  the  areas  of  employment,  public  serv- 
ices and  public  accommodations  including  the  health  care  system, 
those  that  have  tested  HIV-positive  and  are  being  discriminated 
against,  will  have  a  Federal  law  to  protect  their  rights.  I  believe 
that  is  extremely  important. 

Although  somewhat  outside  of  the  specific  topic  we  are  consider- 
ing today,  antidiscrimination  protections,  for  people  with  HIV  in- 
fection have  been  referred  to  as  the  urchin  of  our  ability  to  control 
this  epidemic.  If  people  are  going  to  lose  their  jobs  and  their 
homes,  they  may  not  seek  the  health  care  services  they  need.  In 
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addition,  many  people  with  AIDS  have  been  denied  access  to  criti- 
cally needed  health  care  solely  on  the  basis  of  their  AIDS  diagno- 
sis. We  must  no  longer  allow  this  to  occur.  Those  that  are  freeing 
themselves  from  drugs  through  successful  completion  of  rehabilita- 
tion programs,  who  want  to  be  mainstreamed  in  society,  in  terms 
of  employment,  housing,  and  other  aspects  of  life,  know  that  we 
have  laid  down  the  public  policy  on  that  question.  And  I  think  that 
that  will  be  an  extremely  important  piece  of  legislation  in  this  Con- 
gress. 

We  had  hoped  to  be  able  to  have  time  for  public  comment.  I 
always  like  to  try  to  do  that  during  this  type  of  hearing,  but  as  far 
as  I'm  concerned,  as  far  as  our  record  is  concerned,  hearing  from 
those  that  we  heard  from  today  has  been  a  very,  very  powerful  and 
compelling  experience.  You,  here  in  this  hospital  are  living  this 
crisis  in  so  many  different  ways,  perhaps  you  forget  how  important 
your  contributions  are — but  I  won't  forget. 

[Additional  statements  and  material  submitted  for  the  record 
follow:] 
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CITIZENS  COMMISSION  ON  AIDS 

for  New  York  City  and 

Northern  New  Jersey 

March  1989  _  ^ 

The  Crisis  in  AIDS  Care: 

A  Call  to  Action 


New  York  City  is  in  crisis.  Three  interrelated  medical  and  social  problems- 
AIDS,  drug  abuse,  and  homelessness-threaten  to  overwhelm  our  health  care  and  social 
service  systems  and  cripple  the  city's  status  as  the  nation's  center  of  finance,  business, 
and  culture. 

AIDS  has  not  created  this  crisis,  but  it  has  added  a  crushing  blow  to  a  health 
care  and  social  welfare  system  already  devastated  by  financial  cutbacks  and  the 
problems  of  dealing  with  an  increasingly  sicker  and  poorer  population.  In  its  study  of 
the  impact  of  AIDS  on  New  York's  future,  the  Citizens  Commission  on  AIDS  has 
concluded: 

*  An  emergency  in  health  care  and  social  services  already  exists  and  will  worsen 
in  the  next  few  years.  The  vast  majority  of  AIDS  cases  are  still  on  the  horizon.  The 
18,000  cases  of  AIDS  reported  in  New  York  City  since  1981  represent  a  mere  10 
percent  of  the  number  of  people  currently  infected  with  the  Human  Immunodeficiency 
Virus  in  the  city.  If  San  Francisco  General  Hospital,  the  single  largest  provider  of  care 
in  that  city,  were  in  New  York  City,  it  would  rank  twentieth  among  hospitals  in  the 
number  of  AIDS  patients.  As  early  diagnosis  and  therapies  become  clinically  advisable, 
as  many  as  170,000  people  who  are  HIV-infected  but  asymptomatic  may  seek 
treatment,  further  overwhelming  the  system. 

*  Despite  the  efforts  of  many  committed  individaals  in  government  and  the 
private  sector,  this  crisis  has  been  met  with  a  "business-as^usual"  attitude.  Governor 
Cuomo's  recent  statement  on  financing  the  long-awaited  New  York  State  Five- Year 
Plan  ("Remind  me  next  year  at  budget  time")  reinforces  the  prevailing  misconception 
that  the  situation  is  under  controL  Yet  the  Governor's  call  to  slash  the  state 
contribution  to  Medicaid  funding  by  $350  million  may  well  result  in  a  $1  billion  drain 
on  the  health  care  system,  as  federal  and  city  matching  funds  decrease  accordingly. 

*  Then  is  a  tsdst  sense  of  isolation  from  the  crisis.  Most  political  leaders,  as 
well  as  the  paMic,  appear  to  believe  that  the  epidemic  affects  only  those  who  have  or 
are  at  high  risk  for  AIDS. 

*  Everyone's  access  to  health  care  is  at  stake.  If  the  city's  hospitals  and 
emergency  rooms  are  filled,  care  for  aU  patients  will  be  rationed.  In  fact,  rationing  has 
already  begun. 

*  New  Yoric  City's  standing  as  the  center  of  finance  and  business  is  at  stake.  If 
the  health  care  system  is  any  further  strained,  it  will  become  harder  and  harder  to 
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retain  and  recruit  employees.  The  costs  of  doing  business  in  the  City  will  continue  to 
escalate  while  the  quality  of  life  in  all  neighborhoods  deteriorates. 

*  The  budget  deficit  in  New  York  State  presents  real  constraints;  however, 
postponing  action  now  will  only  lead  to  greater  costs  and  suffering  later  on.  The 

epidemic  moves  at  its  own  pace;  it  pays  no  heed  to  the  fiscal  year. 

*  Several  major  agencies  or  task  forces,  including  the  New  York  City  and  New 
York  State  Departments  of  Health,  have  warned  that  an  emergency  exists  and  that 
future  needs  will  be  enormous;  yet  so  far  no  correspondingly  bold  action  has  resulted. 

*New  York  City  and  New  York  State  must  forge  a  new  spirit  and  new 
mechanisms  of  collaboration. 

*The  federal  government  and  the  private  sector  must  accept  their  responsibilities 
in  the  crisis.  The  federal  government  stepped  in  to  rescue  the  savings  and  loan 
industry  from  fiscal  mismanagement,  even  though  the  problem  was  largely  confined  to 
the  Southwest  The  federal  government  should  treat  the  health  of  New  York's  citizens 
as  a  matter  of  national  concern,  not  merely  as  a  local  problem. 

*  New  York  City  and  New  Jersey  share  many  problems  and  even  some  of  the 
same  patients,  and  th^  should  begin  to  implement  regional  coordination  and  planning. 

The  Citizens  Conmiission  will  issue  a  separate  action  plan  for  New  Jersey  in  the  near 
future. 


A  BROAD  PLAN  FOR  ACTION 

The  Citizens  Commission  on  AIDS  believes  that  the  emergency  has  been  amply 
documented  and  that  the  time  for  action  is  long  overdue.  The  Commission 
recommends: 

1.  A  fludl,  high-level  body  made  up  of  key  public  officials  and  private  sector 
leaders  in  Nar  York  City  and  New  York  State  should  be  created  to  oversee  joint 
mobilization  and  coordination  of  effort  The  body  should  be  small  enough  to  act 
quickly  and  shoold  have  the  power  to  take  needed  action.  This  group  should  be  guided 
by  the  principles  that  persons  with  AIDS  and  HTV  infections  are  f^ll  members  of  the 
New  York  "family"  and  that  New  York  will  lead  the  nation  in  providing  innovative, 
cost-effective,  humane  models  of  care.  TIMETABLE:  3  months. 
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2.  Now  that  New  York  State  has  issued  its  strategic  plan,  a  joint  City-State 
action  plan  should  be  negotiated,  with  specific  goals,  timetables,  and  flnancing  streams. 
TIMETABLE;  6  months 

3.  In  this  action  plan,  immediate  priority  must  be  given  to  the  creation  and 
stafTmg  of  sufficient  hospital  beds  to  meet  projected  needs  for  all  patients. 
TIMETABLE:  Immediate  start,  clear  progress  by  one  year,  completion  within  two 
years. 

4.  Hospital  bed  shortages  are  only  the  most  visible  part  of  the  crisis.  Equal 
priority  must  be  given  to  the  creation  of  out-of-hospital  alternatives  (home  care, 
nursing  home  beds,  hospices,  long-term  care  facilities,  residential  settings)  and  the 
support  of  community-based  organizations  that  provide  social  services  to  Persons  with 
AIDS  and  HIV  infection.  TIMETABLE:  Immediate  start,  clear  progress  by  one  year, 
completion  within  two  years. 

5.  Drug  treatment  and  targeted  AIDS  education  for  drug  users  and  their  sexual 
partners  (previously  identified  by  the  Commission  as  an  action  of  the  highest  priority) 
should  be  provided  on  demand.  TIMETABLE:  Immediate  start,  clear  progress  by  one 
year,  completion  within  2  years. 


?56  0  -  90  -  2 
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RECOMMENDATIONS  FOR  ACTIONS  IN  SPECIFIC  AREAS 

These  are  the  Commission's  recommendations  for  specific  action  in  major  areas: 
A.  HOSPITAL  CARE 

1.  New  York  State  should  update  its  medical  care  facility  plan  to  take  account 
of  the  pressures  on  hospital  beds  caused  by  AIDS,  substance  abuse,  and  psychiatric 
admissions.  This  plan  should  incorporate  at  a  minimum  the  state's  own  projections, 
which  indicate  that  2,200  additional  beds,  beyond  the  1,800  currently  used  for  AIDS 
patients,  will  be  needed  by  1994  for  AIDS  alone,  even  if  substance  abuse  and 
psychiatric  admissions  do  not  increase.  The  plan  should  describe  specifically  how  and 
where  new  beds  will  be  provided.  TIMETABLE:  6  months. 

2.  New  York  State  should  expedite  procedures  to  recertify  a  number  of  beds 
taken  out  of  service  in  the  last  few  years  and  should  prepare  to  expand  capacity  in  New 
York  City  by  adding  new  beds  now,  before  shortages  create  a  foll-blown  emergency. 

Optimistic  projections  of  declining  lengths  of  stay  or  decreased  hospital  use  which  may 
not  materialize  should  not  be  relied  upon  to  produce  needed  beds. 

3.  Programs  to  expedite  training,  recruitment,  and  retention  of  health  care 
workers  to  staff  hospital  beds,  especially  in  minority  conmiunities,  should  be  developed 
immediately.  "Bridge"  programs  can  be  developed  to  prevent  dropouts  in  nursing 
schools,  colleges,  and  high  schools.  Services  such  as  day  care  centers  and  financial 
support  for  staff  members  with  dependent  children  should  be  introduced.  Housing  for 
nursing  and  other  staff  is  an  especially  critical  need. 


B,  LONG-TERM  CARE 

AIDS  is  a  chronic,  progressive  condition  punctuated  by  episodes  of  acute  illness. 
Median  sutvni]  with  AIDS  is  more  than  one  year  and  continues  to  lengthen  but  the 
incidence  of  (tabling  dementia  is  on  the  rise.  AU  these  combine  to  create  an 
enormous,  urgent,  and  largely  unmet  need  for  long-term  care. 

1.  Home  health  care,  a  labor-intensive  bat  relativefy  inexpensive  form  of  care, 
shoold  be  expanded  and  improved.  In  order  to  receive  home  care,  a  patient  needs  a 
home.    Home  care  workers  should  be  given  supports  such  as  escort  services,  technical 
support,  better  supervision,  and  assistance  with  patient  compliance,  when  delivering  care 
to  active  drug  users.  Innovative  recruitment  programs  should  be  created  to  hire  and 
train  home  health  aides  in  the  communities  hardest  hit  by  the  epidemic,  and  all  home 
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care  workers  should  be  fairly  paid  for  their  work.  We  support  the  State's  call  for  an 
AIDS  Corps  Program. 

2.  Because  nursing  home  beds  for  PWAs  are  virtually  nonexistent  in  New  York 
City,  New  York  State's  enhanced  reimbursement  policies  for  nursing  homes  should  be 
developed,  and  capital  financing  must  be  made  available.  Nursing  home  operators 
should  be  strongly  encouraged  to  participate,  and  should  receive  help  in  educating  staff, 
establishing  liaisons  with  hospitals,  and  other  technical  assistance. 

3.  The  quality  of  care  in  nursing  homes  for  AIDS  patients  must  be  monitored 
and  standards  strictly  enforced  to  prevent  these  institutions  from  becoming  mere 
shelters  with  minimal  services.  Excessive  use  of  psychoactive  medications,  especially 
where  dementia  is  involved,  must  be  avoided.  AIDS  patients  in  nursing  homes  need  to 
be  provided  frequent  access  to  physicians  and  access  to  AZT  and  other  medications, 
including  experimental  drugs  and  clinical  trials. 

4.  AIDS  patients  in  nursing  homes  must  have  the  option  to  freely  choose 
rehabilitative  or  palliative  care. 


C  COMMUNTTY-BASED  ORGANIZATIONS  (CBOs) 

Community-based  alternatives  to  hospital  care  are  more  flexible,  more  patient- 
oriented,  less  expensive  (although  not  cheap),  and  provide  a  means  of  relieving 
unnecessary  hospital  stays.  CBOs  are  also  the  main  source  of  the  array  of  social 
services  that  PWAs  and  their  families  need.  Unless  they  are  given  additional  resources 
and  support,  however,  CBOs  cannot  provide  appropriate  quality  of  care  now  or  in  the 
future. 

L  PoUtiGftl  and  commonity  leaders,  especially  religious  leaders,  shonld  make 
the  deyelopmeBt  of  community-based  services  a  highest  priority  among  their 
constituents. 

2.  Oty  mad  state  afendes  should  increase  Ainding  for  CBOs  to  enable  them  to 
provide  care  as  well  as  prevention  and  education  services. 

3.  Private  sector  ftinding  should  support  CBOs,  particularly  in  areas  where 
public  finding  is  difScnlt  to  obtain.  Topical  examples  are  Core  Operating  expenses, 
planning,  and  ftindraising  costs,  which  are  hard  to  ftind,  but  cmdaL 
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4.  Innovative  programs  to  develop  paid  employment  opportunities  and 
volunteers  for  CBOs  to  enhance  their  ability  to  provide  care  in  minority  communities 
should  be  developed.  Private  funding  could  support  some  of  these  programs. 


D.  HOUSING  AND  HOMELESSNESS 

Housing  is  the  single  greatest  nonmedical  need  of  persons  with  AIDS  and  HIV 
infection.  Existing  plans  do  not  adequately  address  this  need.  As  they  become  ill, 
more  and  more  people  will  be  unable  to  work,  unable  to  pay  rent,  and  at  risk  of 
homelessness.  Many  of  the  poorest  people  with  AIDS  are  already  living  in  marginal 
housing,  or  are  homeless. 

1.  New  York  City  and  New  York  State  should  amend  requirements  that  restrict 
immediate  access  to  housing  to  people  with  CDC-defined  AIDS.  Expanded  eligibility 
criteria  would  allow  people  with  HIV-related  illnesses  and  others  who  are  asymptomatic 
but  with  prognostic  signs  of  impending  illness  to  obtain  homing  (not  congregate 
shelters).  This  would  enhance  their  health  and  protect  others  in  shelters  from  HIV- 
related  infections  such  as  pneumonia  and  tuberculosis.  Rent  subsidies  to  prevent 
homelessness,  now  available  to  people  with  AIDS,  should  be  continued  and  ocpanded 
to  include  medically  needy  people  with  HIV  infection. 

2.  Governmental  agencies  should  expedite  the  applications  of  CBOs  willing  and 
able  to  organize  residential  fiacilities. 

3.  New  York  State  law  should  be  changed  to  allow  those  who  share  living 
quarters  with  people  with  AIDS  but  who  are  not  legally  defined  "Caonily"  members  to 
continue  to  reside  in  these  settings  after  the  death  of  a  PWA.  Eviction  of  these  people, 
many  of  whom  are  ill  themseWes,  contributes  to  homelessness. 

4.  Hm  "one-percent  solution"  should  be  adopted,  that  is,  one  percent  of  the 
approximately  300,000  habitable  apartments  owned,  subsidized  or  controlled  by  the 
City  shonld  be  set  aside,  as  they  become  vacant  over  the  next  three  years,  to  provide 
supported  hoMiiif  for  homeless  people  with  HIV-related  illness.  An  additional  set- 
aside  should  be  established  in  new  private  residential  buildings. 

5.  Mbilmum  standards  shonld  be  established  in  residential  programs  for 
persons  with  HIV-related  illnesses.  These  should  limit  the  number  of  people  in  any 
residence  to  a  maximum  of  50  and  should  provide  private  bathrooms,  common  dining 
facilities,  and  medical  and  social  support  services. 
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E.  WOMEN,  CHILDREN,  AND  ADOLESCENTS 

Women  with  AIDS  in  New  York  City  are  a  rapidly  growing  segment  of  the 
population,  moreover,  they  die  more  rapidly  than  men  with  similar  diagnoses.  In 
addition.  New  York  City  leads  the  nation  in  the  number  of  children  (birth  to  13  years) 
with  AIDS.  The  vast  majority  are  from  poor,  minority  families.  HIV  infection  is  also 
growing  among  adolescents  as  a  result  of  drug  use  and  sexual  behavior,  with  young 
women  affected  in  almost  the  same  numbers  as  young  men.  Beyond  the  growing 
nimibers  of  infected  and  at-risk  youngsters,  an  estimated  10,000  children  will  be 
orphaned  by  AIDS  within  the  next  few  years.  An  additional  50,000  to  60,000  will  lose 
one  parent 

1.  The  broad  and  specialized  needs  of  women,  including  but  not  limited  to 
reproductive  counseling,  should  be  reflected  in  service  provision. 

2.  New  York  City  and  New  York  State  should  work  together  to  provide  access  to 
primary  medical  care  for  children  with  AIDS  or  HIV  infection,  with  an  emphasis  on 
early  diagnosis  and  intervention  and  continuity  of  comprehensive  care. 

3.  Transitional  and  permanent  housing  for  children  and  their  families  and  for 
homeless  adolescents  are  especially  urgent  needs. 

4.  Day  care  facilities  should  be  expanded  for  children  who  are  too  ill  or 
developmentally  disabled  to  attend  regular  day  care  programs. 

5.  Special  services  should  be  developed  for  uninfected  children  whose  parents  or 
siblings  are  ill  with  AIDS  or  HIV  infection,  and  immediate  planning  should  begin  to 
provide  for  the  children  who  will  be  orphaned  by  AIDS. 


F.  DISCRIMINATION  BY  CARE  PROVIDERS 

Peopift  with  or  perceived  as  having  AIDS  or  HIV  infection  are  protected  from 
discnminatia»by  care  providers  under  federal,  state,  and  city  laws.  However,  reported 
cases  of  disainmiation,  as  well  as  surveys  of  health  care  professionals,  reveal  serious 
obstacles  to  the  provision  of  effective  and  compassionate  services. 

L  Federal,  state,  and  dty  human  rights  enforcement  agencies  should  be 
appropriately  maoag^  fkuded,  and  staffed  to  permit  prompt  and  thorough 
investifatkms  and  prosccations  of  discrimination  complaints. 
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2.  As  recommended  in  the  New  York  State  Five- Year  Plan,  New  York  State 
should  pass  legislation  defining  the  offices  of  individual  medical  practitioners  as 
"public  accommodations"  under  the  human  rights  laws. 

3.  The  human  rights  laws  should  be  vigorously  applied  to  long-term  care 
facilities. 

4.  All  health  care  and  social  service  agencies  should  provide  continuous  and 
scientifically  rigorous  education  to  their  employees  on  the  needs  of  people  with  AIDS 
and  HIV  infection  and  on  the  use  of  "universal  precautions"  to  prevent  occupational 
exposure  to  HIV.  Health  care  facilities  must  provide  workers  with  sufficient  protective 
eqmpment  to  ensure  that  precautions  are  routinely  followed. 


G.  EARLY  DUGNOSIS  AND  TREATMENT 

Clinical  practice  patterns  currently  are  shifting  to  earlier  diagnosis  and  treatment 
of  HIV  disease.  Although  the  efficacy  of  early  anti-viral  therapy  has  not  yet  been 
established,  large  numbers  of  middle-class  gay  men  with  private  physicians  are  already 
receiving  treatment  in  the  asymptomatic  phase  of  HIV  disease.  National  clinical  trials 
are  underway  to  test  the  efficacy  of  early  anti-viral  therapy,  and  it  is  possible  that 
release  of  new  evidence  may  result  in  a  surge  in  demand  for  services  far  beyond  any 
presently  envisioned.  The  trend  for  early  diagnosis  and  treatment  challenges  society's 
commitment  to  equal  access  to  health  care. 

1.  The  proposed  joint  city-state  action  plan  should  take  account  of  changing 
clinical  practice  and  the  Of^rtonity  to  provide  benefits  to  HIV-seropositive  people. 

2.  Volontaiy,  confidential  or  anonymous  HIV  antibody  testing  should  be  made 
more  widely  available;  a  wide  range  of  medical  and  social  services  should  be  in  place 
for  referrals  Ibr  sefopositive  people. 

3.  Aomm  to  primaiy  care  should  be  enhanced  by  increasing  the  veiy  low 
Medicaid  retnAvsement  rates  to  physicians  and  by  enriching  the  ambulatoiy  care 
system  in  poor  communities.  To  the  extent  possible,  this  should  be  accomplished 
through  the  expansion  and  development  of  existing  ambulatory  care  networks  rather 
than  creation  of  new  HIV-spccific  facilities.  The  chief  drawback  of  the  latter  approach 
is  that  it  allows  many  health  care  practitioners  to  avoid  responsibility  for  the  care  of 
HIV-infected  patients  by  referring  them  to  specialized  centers.  Conmiunity-based 
physicians  should  treat  HIV-positive  patients;  continuing  medical  education  should  be 
provided  to  bring  their  knowledge  and  skills  up  to  date. 
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4.  Beomse  there  is  a  limited  "window  of  opportunity"  for  effective  early 
intervention  in  HIV  disease,  planning  for  its  implementation  should  begin  immediately. 

The  majority  of  infected  individuals  are  approaching  the  symptomatic  phase  of  illness. 

The  Cost  of  Care 

How  much  will  all  this  cost?  The  New  York  City  plan  does  not  give  cost 
estimates  or  funding  soiirces;  the  New  York  State  plan  reportedly  included  some 
estimates,  but  there  were  none  in  the  final  document  The  New  York  City  AIDS  Task 
Force  will  report  on  March  22  on  its  costs  assessment 

The  Citizens  Commission  has  estimated  that  approximately  $1.2  billion  wiU  be 
needed  for  patient  care  in  fiscal  year  1990-91.  The  State's  share  would  be 
approximately  $216  million;  the  City's  share  approximately  $189  million;  the  federal 
government's  share  $309  million;  and  the  private  sector's  share  (mainly  insurance 
reimbursements)  would  be  $274  million.  An  additional  $165  million  would  come  from 
such  diverse  and  overlapping  sources  as  Worker's  Compensation  and  veteran's  benefits. 
The  annual  cost  would  reach  approximately  $1.9  billion  in  fiscal  1993-94. 

Because  these  costs  are  only  estimates,  the  Commission  recommends: 

1.  New  York  City  and  New  York  State  should  provide  specific  plans  on  how  the 
care  and  senice  needs  of  people  with  AIDS  and  HIV  infection  will  be  financed.  These 
plans  should  include  a  contingency  plan  should  federal  funds  not  be  forthcoming. 

2.  Private  health  insurers  should  make  their  benefits  packages  as  flexible  as 
possible,  to  allow  rrimborsraieBt  for  out-of-hospital  charges  such  as  home  care  and 
other  subacute  care  services. 

3.  Bccaaae  ma^jr  people  who  have  private  insurance  lose  it  when  they  are 
unable  to  wori^  slate  afeacks  should  develop,  in  cooperation  with  private  insurers,  a 
plan  to  salMUhi  private  health  insurance  for  individuals  in  this  category.  New  York 
State  nil  I  mljjp  a  limited  version  of  this  plan.  It  should  be  expanded  and  financed  by 
contributiona.4bai  both  government  and  insurers.  It  will  provide  more  flexibility  for  the 
patient,  and  reduce  the  burden  on  the  municipal  hospitals. 

4.  Citj  and  state  oCDcials,  as  weU  as  private  sector  leaders,  should  vigorously 
advocate  iacrcased  federal  fluding  for  care  needs.  This  should  be  a  priority  for  all 
elected  federal  officials. 
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A  mC-  Challenge  Facing 
MIUO.  the  HHC  System 

RISE  OF  AIDS  IN  NEW  YORK  CITY  AND  NYC 
HOSPITALS 

THE  INCIDENCE  OF  AIDS  IN  NEW  YORK  CITY  IS  GROWING  RAPIDLY 

AIDS  cases  in  New  York  City  have  been  documented  by  the  New  York  City 
Department  of  Health  (NYC  DOH)  since  1979.  Growth  in  the  number  of 
adult  cases  has  been  fairly  constant  since  1981. 

•  The  cumulative  number  of  adult  AIDS  cases  reported  as  of  June  1989  in  New  York 
City  is  20,254,  according  to  the  most  recent  NYC  DOH  AIDS  Surveillance  Unit 
Report.  Of  that  number,  1 1,905  (59%)  are  known  to  have  died. 

•  The  NYC  DOH  estimates  that  the  number  of  new  AIDS  cases  diagnosed  each  year 
will  almost  double  from  5,469  in  1988  to  over  10,000  in  1993. 

•  The  cumulative  number  of  AIDS  cases  diagnosed  in  NYC  is  expected  to  reach 
more  than  60,000  by  the  end  of  1993. 


NUMBER  OF  ADULT  AIDS 

CASES  REPORTED 

By  Year  of  Diagnosis:   NYC  1981-1993 
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THE  USE  OF  HOSPITALS  BY  AIDS  PATIENTS  IS  GROWING 

Not  only  are  the  number  of  people  with  AIDS  growing,  so  is  their  use  of  NYC 
hospitals.  Between  1986  and  1988  hospital  utilization  by  adult  AIDS 
patients  increased  as  follows: 


Adult  Discharges 
Total  Patient  Days 

ALOS 


1986-88 

1986 

1987 

1988 

Increase 

10,319 

14,687 

18,679 

81.0% 

219,394 

316,866 

404,120 

84.2% 

21.3 

21.6 

21.6 

1.4% 

Long  stay  cases  (those  with  total  patient  days  over  30  days)  play  an  important 
role  in  hospital  use  by  AIDS  patients: 

•  Long  stay  cases  comprised  18.4%  of  total  adult  cases  in  1988.  Long  stay  days  (those 
over  30  days),  however,  comprised  28.9%  of  total  days. 

•  While  long  stay  cases  are  growing  at  the  same  rate  as  all  cases  (80.7%  vs.  81.0% 
from  1986  to  1988),  long  stay  days  are  growing  far  more  quickly  than  total  days 
(108.9%  vs.  84.2%). 

If  every  AIDS  patient  could  be  discharged  after  30  days: 

•  AIDS  ALOS  would  fall  from  21.6  to  15.4  days. 

•  Virtually  all  differences  observed  in  ALOS  (e.g.,  by  payor,  auspice)  would 
disappear. 

•  Some  356  additional  acute  beds  could  be  made  available. 

The  majority  of  all  AIDS  hospital  discharges  (89J%)  reported  in  1988  were 
in  medical/surgical  services  .*  However,  AIDS  discharges  constituted  a  small 
proportion  of  all  medical/surgical  discharges  (2.8%),  while  AIDS  days 
constituted  5.4%  of  med/surg  days. 


*  A  better  measure  would  be  medical  services  only,  but  data  from  the  State  on  certified  capacity 
combines  these  services. 
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SUBSTANTIAL  NEW  RESOURCES  WILL  BE  NEEDED  TO  CARE  FOR 
AIDS  PATIENTS  IN  THE  FUTURE 

A  citywide  total  of  4,990  acute  inpatient  beds  will  be  needed  for  people  with 
AIDS  by  December  1993  according  to  a  recent  forecast  by  the  New  York  City 
HSA  AIDS  Task  Force  .* 

•  In  January  1989,  1,740  AIDS  and  suspected  AIDS  patients  were  hospitalized  in 
New  York  City  voluntary  and  municipal  hospitals.  The  NYC  AIDS  Task  Force 
bed  need  forecast  thus  suggests  the  need  for  an  additional  3,250  AIDS  beds  by 
1993,  the  equivalent  of  6-7  new  hospitals  of  500  beds  each. 

The  growth  in  AIDS  will  also  increase  the  need  for  alternatives  to  acute 
hospital  care. 

•  The  NYC  HSA  AIDS  Task  Force  projects  the  need  for  at  least  2,640  housing  units, 
590  health-related  facility  beds,  and  630  skilled  nursing  home  beds  by  the  end  of 
1993.  If  available,  these  would  reduce  the  need  for  acute  beds  from  4,990  to  4,020. 

•  The  NYC  HSA  AIDS  Task  Force  also  projected  the  need  for  almost  one  million 
physician  visits  **. 


PROJECTED  RESOURCE  NEED  FOR  TRgATING  AIDS  PATTgNTS 


1989 
CUHHt;NT 


ACUTE  BEDS  1,740 

HRF  BEDS  0 

SNFBEDS  128 

HOUSING  (UNITS)  ♦**«64 

PHYSICIAN  VISITS  ? 


SOURCE:  NYC  HSA  AIDS  TASK  FORCE 


DEC.  1993  APPITIQNAl 


PROJECTED  NEED 

***4,020  2^80 

590  590 

630  502 

2,640  2,576 

**  1,003,620  ? 


*  This  forecast  will  be  revised  based  on  more  recent  prevalence  forecasts. 

**  New  CDC  guidelines  regarding  anti-pneumocystis  prophylaxis  in  HIV  infected  persons  with  a  T-cell 
blood  count  below  certain  standards  will  increase  the  amount  of  required  physician  sen/ices  in  the  future. 
Ambulatory  projections  will  be  revised  to  account  for  these  new  recommendations. 
***  Assumes  non-acute  resources  are  available. 

****  Excludes  522  SRO  units  cun-ently  occupied  by  persons  with  AIDS  (as  of  5/89) 
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THE  INCIDENCE  OF  AIDS  IN  NYC  IS  SHIFTING 
FROM  MSM  TO  IVDUs: 

AIDS  incidence  is  growing  more  quickly  among  intravenous  drug  users 
(IVDUs)  than  it  is  among  men  who  have  sex  with  men  (MSM): 

•  In  1988,  for  the  first  time,  more  new  AIDS  cases  were  reported  among  IVDUs 
than  among  MSM  (43.4%  vs.  43.2%). 

•  From  June  to  December  of  1988  MSM  fell  from  57.9%  to  51.4%  of  all  reported 
cases  to  date.  IVDUs  rose  from  32.7%  to  34.3%. 

•  By  1993  IVDUs  will  increase  to  50%  of  all  new  AIDS  cases.  MSM  will  contribute 
33%.  The  remaining  17%  can  be  attributed  to  sex  partners  of  IVDUs,  blood 
transfusions,  and  other  causes. 


AIDS   INCIDENCE  IN   IVDU  AND  MSM 
By  Year  of  Diagnosis:  NYC  1981-1993 


(.)   198a  bosad  on  actual  and  projected  souro^:  HfC  DOH/AJDS  Sun«Jllance  Unit 
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THE  SHIFT  OF  AIDS  INCIDENCE  TO  IVDUs  HAS  IMPORTANT 
IMPLICATIONS  FOR  THE  FUTURE 

The  population  at  risk  is  large : 

•  There  are  an  estimated  200,000  IVDUs  in  New  York  City  and  60%  are  estimated 
to  be  HIV  infected.  Only  approximately  35,000  of  the  estimated  200,000  IVDUs 
are  currently  enrolled  in  drug  treatment  programs  in  NYC. 

AIDS  will  increasingly  affect  women  and  children: 

•  The  majority  of  pediatric  AIDS  cases  arise  from  infection  passed  from  mother  to 
infant. 

•  Among  the  200,000  estimated  IVDUs,  there  are  approximately  60,000  female 
IVDUs  of  childbearing  age. 

•  Females,  infected  as  IVDUs  or  as  partners  of  infected  men,  will  account  for  an 
increasing  share  of  new  AIDS  cases  as  well;  NYC  DOH  projects  an  increase  in 
share  from  16%  in  1988  to  21%  in  1993. 

AIDS  will  increasingly  affect  low  income  and  minority  communities: 

•  Low  income  and  minority  communities  have  been  disproportionately  affected  by 
drug  problems  that  place  people  at  risk  for  HIV  infection. 

AIDS  will  increasingly  shift  from  Manhattan  to  the  outer  boroughs: 

•  The  growth  of  AIDS  will  begin  to  shift  from  Manhattan  which  currently  has  41% 
of  all  new  cases,  to  Brooklyn,  the  Bronx,  and  Queens.  By  1993,  it  is  projected  that 
Manhattan's  share  of  new  cases  will  decrease  by  5%,  Brooklyn's  share  will  increase 
by  2%,  and  the  proportion  of  new  cases  accounted  for  by  other  boroughs  will 
increase  by  1%. 

These  shifts  suggest  changes  in  the  location  and  type  of  health  servies  that 
will  be  needed: 

•  Drug  treatment  programs  must  be  made  available  for  all  who  want  treatment. 

•  HIV  education,  prevention,  testing,  counseling,  and  primary  care  treatment  must 
be  made  accessible  to  l-^^w  income  communities. 

•  These  services  must  increasingly  be  targetted  to  outer  boroughs. 

•  These  services  must  be  integrated  with  drug  treatment  and  prenatal  programs. 

•  There  will  be  an  increased  need  among  the  IVDU  population  for  long  term  care, 
housing,  child  care,  foster  care  and  social  services. 
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A  FEW  NYC  HOSPITALS  HAVE  ASSUMED  DISPROPORTIONATE 
RESPONSIBILITY  FOR  TREATING  AIDS  PATIENTS 

While  AIDS  has  contributed  to  increases  in  hospital  utilization  in  NYC,  not 
all  NYC  hospitals  have  been  affected  equally. 

High  Volume  Providers: 

The  top  20  AIDS  providers,  representing  45.2%  of  NYC's  med/surg 
capacity,  treated  74.8%  of  the  adult  AIDS  caseload. 

•  Among  these  hospitals,  AIDS  patients  filled  an  average  of  8.2%  of  med/surg  beds, 
contrasted  with  2.2%  among  all  other  hospitals. 

•  Their  AIDS  caseload  was  4.6%  of  their  total  med/surg  caseload  compared  to  1.2% 
for  all  other  hospitals  providing  AIDS  care. 

•  The  top  20  AIDS  providers  include  12  voluntary  hospitals  and  8  municipal 
hospitals.  Thirteen  are  located  in  Manhattan,  five  are  in  the  Bronx,  and  two  are 
in  Brooklyn. 

Low  Volume  Providers! 

In  contrast,  the  bottom  20  hospitals  (low  volume  AIDS  providers) 
represented  14.9%  of  the  city's  med/surg  capacity  but  treated  only  23%  of 
the  citywide  AIDS  caseload: 

•  Among  the  bottom  20  providers,  AIDS  patients  filled  an  average  of  0.7%  of  all 
med/surg  beds  compared  to  5.7%  of  all  other  providers. 

•  Their  total  AIDS  discharges  were  0.4%  of  their  total  med/surg  discharges  while 
3.2%  of  med/surg  cases  among  the  other  hospitals  were  AIDS. 

•  The  bottom  20  AIDS  providers  tend  to  be  smaller  facilities.  With  the  exception 
of  one  State  facility,  all  are  voluntary  and  proprietary  in  auspices.  Two-thirds  are 
non-teaching  hospitals;  two  are  specialty  hospitals;  and  most  are  located  in  the 
outer  boroughs. 
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EVEN  FEWER  PROVIDERS  HAVE  ASSUMED  RESPONSIBILITY  FOR 
TREATING  MEDICAID  AIDS  PATIENTS 

Ten  hospitals  provided  care  to  54%  of  all  NYC  AIDS  discharges  with 
Medicaid  coverage  in  1988. 

•  Five  of  these  hospitals  are  HHC  hospitals  and  five  are  voluntary  facilities. 

•  Seven  are  located  in  Manhattan,  two  in  Brooklyn,  and  one  in  the  Bronx. 

•  Hospitals  identified  as  low  volume  AIDS  providers  served  less  than  3%  of  all 
Medicaid  AIDS  cases. 


ADULT  AIDS  DISCHARGES  FROM  NYC  HOSPITALS 
PAYOR  MIX  AND  DISTRIBUTION   BY  PAYOR 
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HHC^S  ROLE  IN  PROVIDING  AIDS  CARE  IN  NYC 


AIDS  PATIENTS  HAVE  GROWN  RAPIDLY  IN  HHC  HOSPITALS 


The  growth  in  HHCs  AIDS  cases  has  paralleled  the  growth  in  the  city's  AIDS 
population. 

•  HHC  AIDS  average  daily  census,  as  reported  bi-weekly  by  clinical  teams, 
increased  from  199  in  July  1985,  when  HHC  began  collecting  data,  to  550  in 
February  1989.  This  is  an  increase  of  176.4%. 

•  When  adjusted  for  undercounting  (based  on  retrospective  analysis  of  discharge 
data),  the  average  daily  census  increased  from  284  in  April  1986  to  671  in  February 
1989. 


7/85      1/86      7/86      1/87      7/87      1/88  2/89 
10/85     4-/86     10/86     A/S7     10/87    1 0/88 

Source:  HHC  AJDS  Initiattva 
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HHC  HOSPITALS  ARE  AMONG  THOSE  THAT  HAVE  ASSUMED 
DISPROPORTIONATE  RESPONSIBILITY  FOR  TREATING  THE 
CITY'S  AIDS  PATIENTS 

HHC  hospitals  care  for  a  disproportionate  volume  of  AIDS  cases  compared 
to  its  med/surg  bed  capacity: 

•  With  16. 1  %  of  med/surg  beds  (excluding  ICU/CCU  beds)  among  AIDS  providers 
in  the  city,  HHC  served  29%  of  citywide  AIDS  discharges  in  1988. 

•  AIDS  patients  filled  an  average  of  14.3%  of  all  HHC  med/surg  beds  compared  to 
only  4.8%  among  non-HHC  hospitals  during  October  1988. 

•  The  impact  of  AIDS  on  HHC's  medical  services  is  even  greater  (AIDS  cases  were 
28.5%  of  HHC's  medical  bed  complement  in  October  1988)  because  HHC  has 
more  medical  beds  in  relation  to  surgical  beds  than  non-HHC  facilities. 


ROLE  OF  NYC  PROVIDERS  IN  TREATING  AIDS  CASES 
HHC  AND  NONHHC  AIDS  PROVIDERS 
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HHC'S  AIDS  PATIENTS  HAVE  DIFFERENT  PATTERNS  OF 
HOSPITALIZATION 


AIDS  patients  stay  longer  at  HHC  facilities. 

•       ALOS  averaged  24.9  days  at  HHC  facilities  and  only  203  days  at  other  NYC 
hospitals. 


Long  staying  AIDS  cases  are  a  far  greater  problem  to  HHC  than  non-HHC 
facilities. 

•  Long  stay  cases  comprised  215%  of  HHC's  total  adult  AIDS  caseload  while  they 
were  17.1%  of  the  total  adult  AIDS  caseload  of  all  other  NYC  hospitals. 

•  Long  stay  days  comprised  35.9%  of  total  HHC  AIDS  days  while  they  were  only 
23.6%  of  AIDS  days  at  other  faciUties. 

•  Long  stay  days  are  increasing  significantly;  however,  long  stay  days  are  growing 
more  quickly  at  non-HHC  facilities  than  at  HHC  facilities  (increase  of  113% 
vs.104%  from  1986-1988). 


If  all  AIDS  patients  could  be  discharged  after  30  days,  ALOS  at  HHC  and 
non-HHC  facilities  would  be  nearly  identical  (15.9  days  vs.  15.2  days). 


Differences  in  hospitalization  patterns  can  be  largely  attributed  to 
differences  in  the  AIDS  populations  treated  by  HHC  and  non-HHC  hospitals. 
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HHC  SERVES  A  DIFFERENT  AIDS  POPULATION 

Emergency  Admissions: 

•  HHC  treats  37.5%  of  all  emergency  AIDS  admissions  in  NYC 

•  Emergency  admissions  constitute  85%  of  all  AIDS  inpatients  at  HHC,  compared 
to  58%  among  non-HHC  facilities. 

•  For  all  AIDS  admissions  citywide,  emergency  AIDS  admissions  stay  longer  than 
those  admitted  on  a  nonemergent  basis  (22.8  vs.  19.3  days). 


ADULT  AIDS  DISCHARGES  FROM  NYC  HOSPITALS 
SOURCE  OF  ADMISSION  -  1987 


TTL  NYC  HHC  NONHHC 


SOURCE:  SPARCS 
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HHC  SERVES  A  DIFFERENT  AIDS  POPULATION  (cont.) 


Transmission  Groups: 


•       HHC  exhibits  a  greater  concentration  of  IVDUs  with  AIDS  thSn  other  hospitals 
(63.7%  vs.  26.5%). 


•       HHC  hospitals  treated  over  one  half  of  all  drug-related  AIDS  hospital  discharges 
in  1988. 


HHC  AND  OTHER  NYC  HOSPITALS  -  ADULT  AIDS  CASES 
DISTRIBUTION  BY  TRANSMISSION  CATEGORIES 


SOURCE:  tffC  OOH  ADS  SURVOIANCE  UfWE-  Com  to  dote  7/88 
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IMPACT  OF  AIDS  ON  HHC 

THE  AIDS  EPIDEMIC  HAS  HAD  A  SERIOUS  IMPACT  ON  HHC 

The  proportion  of  HHCs  med/surg  beds  filled  with  AIDS  pati^ts  has  been 
consistently  three  times  that  of  non-HHC  hospitals. 

•  As  noted  earlier,  the  impact  on  HHCs  medical  services  is  greater  (28%  of 
medicine  beds  filled  with  AIDS  patients)  because  HHC  hospitals  have 
proportionately  more  medical  than  surgical  beds. 


NEW  YORK  CITY  HOSPITALS 
PERCENT  OF  [CERTIFIED]  MED/SURG  BEDS 
OCCUPIED  BY  AIDS  CASES 
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AIDS  HAS  CONTRIBUTED  TO  OVERCROWDING  AT  HHC 

At  HHC  hospitals,  the  census  of  ATOS  patients  has  almost  tripled  since  July 
1985,  from  199  to  550  in  February  1989.* 

•  AIDS  is  not  the  only  factor  contributing  to  med/surg  overcrowding,  however. 

•  HHC's  med/surg  beds  decreased  by  14  percent,  or  630  beds,  since  1985.  Without 
this  drop,  occupancy  would  be  85.6  percent  instead  of  97.4  percent. 

•  The  non-AIDS  med/surg  census  has  also  risen  4  percent  during  the  same  period. 
With  HHC's  med/surg  occupancies  averaging  100%,  the  continued  growth  of 
AIDS  patients  raises  concern  about  the  access  of  other  patients  traditionally 
dependent  on  HHC.  Citywide  overcrowding  suggests  these  patients  may  not  be 
receiving  the  care  they  need. 


•  Based  on  weekly  census  counts:  when  adjusted  per  discharge  database  actual  AIDS  average  daily 
census  is  about  35%  higher. 


IMPACT  OF  AIDS  ON  MED/SURG  CENSUS 
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WITHOUT  INCREASED  BEDS,  THE  GROmH  OF  AIDS  AND  OTHER 
CASES  THREATENS  ACCESS  TO  CARE  IN  NEW  YORK  CITY 

•  With  nearly  all  med/surg  beds  in  New  York  City  at  full  capacity,  the  admission  of 
AIDS  and  non-AIDS  medical  cases  show  an  inverse  relationship. 

•  Beginning  in  the  second  quarter  of  1986,  as  AIDS  cases  rise,  non-AIDS  cases 
decrease,  and  vice  versa.  This  trend  continued  through  the  4th  quarter  of  1988. 

•  The  same  pattern  is  observed  for  patient  days. 


QUARTERLY  TRENDS  IN  AIDS  AND  NON-AIDS  MEDICAL 
DISCHARGES  FROM  NYC  HOSPITALS  -  1986-88 

CASE  TYPE 

X  NON-AIDS 
o  AIDS 


86.1       86.3       87.1       87.3       88.1  88.3 

86.2       86.4       87.2       87.4       88.2  88.4 
YEAR.QUARTER  -  ie)  86.1    =  1st  Qtr  1986 


SOURCE:  SPARCS 
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SUMMARY  AND  CONCLUSIONS 


THE  PRESSURES  UPON  HHC  TO  TREAT  AIDS  PATIENTS  WILL 
INTENSIFY  IN  THE  FUTURE 


The  AIDS  epidemic  has  already  placed  intense  pressure  upon  HHC  to  provide 
needed  services,  as  is  evident  in  the  growing  number  of  ATOS  patients  served 
by  HHC  and  their  growing  proportion  within  HHC's  caseload. 

These  pressures  will  intensify  in  the  future  as  the  epidemic  shifts  into 
populations  traditionally  served  by  HHC,  including: 

»        Low  income  and  minority  populations  ' . 

»        Women  and  children 

»        Populations  residing  outside  of  Manhattan,  particularly  those  in  the  Bronx, 
Brooklyn,  and  Queens 

These  populations  will  not  only  need  acute  care  services;  they  will  need 
primary  care,  social  services,  housing  and  long  term  care  ~  services  which 
are  in  even  shorter  supply. 

Unabated,  these  pressures  will  result  in: 

»        Growing  bed  shortages  and  continued  overcrowding  in  HHC's  emergency 
rooms  and  med/surg  units. 

»        Displacement  of  patients  traditionally  served  by  HHC  and  compromises  in 
access  to  care  for  all  patients. 

»  A  growing  dominance  of  ADDS  patients  within  HHC's  caseload,  with  serious 
consequences  for  physician  and  non-physician  recruitment ,  HHC's  teaching 
programs  and  ultimately  the  quality  of  care. 

Alone,  HHC  cannot  meet  the  growing  need  resulting  from  New  York  City's 
AIDS  epidemic 
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From  the  New  England  Journal  of  Medicine  Editorials 
Vol.  320,  No.  24,  Pp.  1623-1624,  June  15, 1989 


FEDERAL  SPENDING  ON  AIDS  —  HOW 
MUCH  IS  ENOUGH? 

In  tliis  issue  of  the  Journal,  VVinkcnwerdcr  and  his 
colleagues  report  on  federal  spending  to  date  for  re- 
search, education,  and  medical  care  to  cope  with  the 
crisis  caused  by  the  human  immunodeficiency  virus 
(HIV).  1  hey  also  project  probable  federal  spending 
levels  through  1992.'  This  is  a  careful,  well-balanced 
piece,  presenting  solid  evidence  that  will  be  gobbled 
up  avidly  and  used  vigorously  to  support  the  views  of 
those  who  come  down  on  cither  side  of  the  question 
of  the  adequacy  of  our  cfTorts  to  combat  the  epidem- 
ic of  acquired  immunodeficiency  syndrome  (AIDS). 

Those  who  think  that  the  federal  response  has  been 
generous  can  marshal  impressive  evidence  from  this 
report  to  support  their  case.  In  the  seven  years  from 
1982  through  1988,  federal  spending  for  AIDS  was 
$5.4  billion.  In  1989,  more  than  $2.1  billion  will  be 
spent  —  about  35  percent  of  the  total  expenditure  for 
AIDS  in  the  United  States  during  the  entire  period 
and  almost  three  times  the  total  state  expenditures. 
This  figure  compares  favorably  with  the  fraction  of  the 
total  overall  national  health  expenditures  contributed 
by  the  federal  sector  (about  30  percent). 

In  1989,  expenditures  on  the  HIV  epidemic  will 
consume  9.6  percent  of  the  budget  of  the  Public 
Healtli  Service.  This  will  rise  to  13  percent  in  1992. 
But  within  certain  sectors  of  the  Public  Health  Serv- 
ice, HIV-rclated  spending  in  1989  will  consume  the 
lion's  share  of  their  total  funds.  For  example,  it  will 
consume  40  percent  of  the  budget  of  the  Centers  for 
Disease  Control,  nearly  50  percent  of  the  budget  of 
the  National  Institute  on  Drug  Abuse,  and  about  50 
percent  of  the  Food  and  Drug  Administration  budget. 
Furthermore,  when  federal  spending  for  research, 
education,  and  the  prevention  of  AIDS  is  compared 
with  similar  spending  for  other  major  diseases,  it 
comes  out  looking  quite  respectable.  Some  of  these 
data  are  shown  in  Table  I.  VVinkcnwerdcr  and  his 
colleagues  point  out  that  if  spending  on  the  HIV  epi- 
demic continued  to  increase  at  such  rapid  rates,  its 
fairness  could  be  questioned  with  respect  to  levels  of 
spending  on  other  killer  diseases.  Also,  the  additional 
dollars  might  not  result  in  a  more  rapid  cure,  and 
large  bureaucracies  often  find  it  difficult  lo  spend  ra^- 
id  infusions  of  money  efTcctivcly. 

But  the  authors  also  present  potent  data  to  support 
the  view  that  we  are  spending  too  little  on  AIDS.  I 
share  this  view;  I  believe  that  we  are  spending  vastly 
too  little  on  AIDS  from  the  federal  purse  and  arc  tar- 
geting some  of  it  very  poorly.  Although  the  amount  of 


scientific  knowledge  about  HIV  infection  that  has 
been  generated  in  a  \'ery  short  time  has  been  breath- 
taking and  bodes  well  for  the  future,  the  degree  of 
human  misery  and  suffering  associated  with  AIDS  far 
exceeds  anything  I  have  witnessed  during  my  40-year 
professional  lifetime.  What  has  happened  to  too  many 
persons  with  AIDS  is  so  heart-wrenching  as  to  be  al- 
most unbelievable.  It  shames  us  as  a  nation.  Not  all 
this  sorrow  could  have  been  prevented  by  increased 
expenditures  on  the  disease,  but  some  of  the  tragedies 
accompanying  the  AIDS  epidemic  could  have  been 
softened  by  better  funding,  coupled  with  aggressive 
but  compassionate  leadership  at  all  levels. 

For  example,  although  we  know  precisely  how  HIV 
infection  is  transmitted  and  what  behavioral  changes 
must  occur  to  cause  a  marked  decrease  in  transmis- 
sion, during  the  seven  years  from  1982  through  1988 
we  spent  only  $1.1  billion  on  preventive  education  and 
almost  nothing  on  research  that  would  teach  us  what 
actually  causes  people  to  alter  their  behavior.'  Com- 
pare this  with  the  annual  $2  billion  advertising  budget 
of  the  tobacco  industry'  or  the  $  1 .3  billion  spent  simi- 
larly each  year  by  the  liquor  industry.'  Or  consider 
that  although  more  than  89,000  Americans  now  have 
clinical  AIDS,  only  6200  arc  enrolled  in  federally 
funded  therapeutic  trials.'  The  disease  is  now  shifting 
relentlessly  to  the  intravenous  drug-using  community, 
but  funds  and  facilities  for  the  treatment  of  intrave- 
nous drug  users  are  in  scandalously  short  supply.  New 
York  City  has  an  estimated  200,000  intravenous  drug 
users  with  an  HIV-positive  seroprevalence  rate  of 
40  to  70  percent,  but  it  has  facilities  for  treating  few- 
er than  38,000  of  them.''  I  know  of  no  fatal  disease 
that  we  treat  in  as  cavalier  a  fashion  as  intravenous 
drug  use.  To  curb  the  AIDS  epidemic  we  must  treat 
intravenous  drug  users  effectively.  We  arc  failing 
miserably. 

The  source  of  the  federal  money  spent  for  the  clini- 
cal care  of  patients  with  AIDS  is  also  a  depressing 
proxy  indicator  of  what  happens  financially  to  those 
with  this  malady.  Almost  40  percent  of  patients  with 
AIDS  have  their  care  paid  for  by  Medicaid.  This 
means  that  they  must  no  longer  have  any  financial 
resources  of  any  size.  AIDS  is  a  virulent  one-way  tick- 
et to  poverty.  Only  about  I  percent  of  patients  with 
AIDS  receive  assistance  from  Medicare,  because  very 
few  of  them  survive  the  24-month  waiting  period  to 
qualify  for  benefits.  Finally,  although  Winkenwerder 
and  colleagues  project  that  federal  spending  for  AIDS 


Table  1 .  Estimates  ot  Federal  Spending  and  Number  o(  Deaths  In 
1989  with  Respect  to  Selected  Diseases  ♦ 
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will  rise  to  $4.2  billion  in  1 992,  this  rcprescnis  only  1 .8 
percent  of  the  $238  billion  in  total  Tederal  health 
spending  projected  for  that  year  —  an  amount  that 
pales  in  comparison  with  the  estimated  $200  billion 
needed  to  bail  out  the  thrift  industry''  or  the  $128 
billion  estimated  as  necessary  to  clean  up  nuclear 
arms  plants.* 

A  colleague  and  I  have  pointed  oui^  that  although 
our  behavior  during  epidemics  has  Jways  been  the 
result  of  many  forces  —  scientific,  social,  political,  and 
economic  —  two  aspects  of  the  present  epidemic  have 
tended  to  make  the  national  response  to  AIDS  less 
generous  or  compassionate  than  that  to  which  an  en- 
lightened society  might  aspire.  First,  this  disease 
emerged  initially  in  homosexual  men  and  intravenous 
drug  users  —  two  groups  that  evoke  strong  negative  or 
hostile  feelings  in  many  members  of  the  larger  society. 
AIDS  has  led  not  only  to  loss  of  life,  but  often  to  loss  of 
job,  family,  housing,  insurance,  and  any  acceptable 
human  support  system  along  the  way.  It  is  a  human 
tragedy  made  unspeakably  harder  by  the  way  we  have 
treated  those  who  arc  afflicted. 

Second,  the  highly  focal  nature  of  the  epidemic  geo- 
graphically has  tended  to  encourage  national  inaction. 
The  massive  spread  of  the  virus  and  the  knowledge 
that  perhaps  1 .5  million  Americans  are  already  infect- 
ed and  generally  believed  to  be  destined  to  die  of 
AIDS  should  clearly  ha\c  merited  a  massi\e  federal 
response.  But  the  fact  that  only  five  cities  in  five  stales 
—  New  York,  New  Jersey,  California,  Florida,  and 
Texas  —  have  more  than  two  thirds  of  the  cases  has 
tended  to  blunt  political  interest  elsewhere.  Indeed, 
another  five  states  —  Vermont,  Idaho,  Montana,  and 
the  Dakotas  —  have  each  had  fewer  than  10  cases  of 
AIDS  in  eight  years.*  Thus,  their  legislators  have  been 
understandably  reluctant  lo  give  up  funds  that  would 
benefit  their  constituents  in  order  to  help  out  urban 
megaceniers. 

Where  arc  more  federal  funds  needed?  The  white 
paper  prepared  for  then  President-elect  Bush  by  Rob- 
in Weiss  and  the  presidents  of  the  National  Academy 
of  Sciences  and  of  the  Institute  of  Medicine  answers 
this  question  clearly  and  succinctly.'  I  will  simply  em- 
phasize my  own  priorities  here. 

First,  we  should  provide  adequate  funding  for  in- 
tense, targeted  education  thai  is  imaginatively  direct- 
ed at  high-risk  groups,  particularly  teenagers.  A  re- 
cent anonymous  scroprevalence  study  of  homeless 
1 3-10- 18-year-olds  in  New  York  City  showed  rates  of 
HIV  positiviiy  of  6.88  percent  in  the  male  subjects 
and  5.56  percent  in  the  female  subjects."  1  his  is  terri- 
fying, and  i(  strongly  suggests  that  heterosexual  trans- 
mission of  the  virus  is  spreading  rapidly. 

At  the  same  time,  we  should  provide  federal  funds 
for  disaster  relief  to  help  the  cities  most  seriously  af- 
fected by  AIDS.  New  York  City's  overburdened 
health  system  is  close  to  collapse.  New  funds  are  vital- 
ly needed  to  develop  the  facilities  for  short-term  and 
long-term  care,  supportive  residential  units,  and  the 


housing  now  in  desperately  short  supply.  Funds  are 
also  urgently  called  for  to  train  the  new  personnel  re- 
quired to  handle  patients  who  are  currently  sympto- 
matic and  to  prepare  for  the  onslaught  of  those  who 
will  become  so. 

Finally,  funds  for  basic  research  on  the  virus,  its 
interaction  with  the  human  organism,  and  jxjtcntial 
therapeutic  agents  and  vaccines  must  be  expanded  as 
rapidly  as  our  scientific  talents  permit.  It  would  he 
shortsighted  to  take  such  funds  away  from  ongoiiii; 
basic  research  that  is  productive.  New  insights  are 
coming  from  many  sources. 

But  what  is  perhaps  needed  most  in  addressing  the 
AIDS  crisis  is  national  leadership  that  will  set  a  loiic 
of  appropriate  concern  coupled  with  swift,  decisive 
action.  The  white  paper  sent  to  President-elect  Bush 
dosed  with  these  words: 

A  further  resource  in  the  naiion's  efTorts  against  AIDS  is  solcl\  (lie 
[province]  of  the  Prrsidenl  —  a  resolve  lhat  thr  ctevasiation  (  ausnl 
by  HIV  infection  will  be  prevented  and  its  sullcrcrs  (will  1«  |  pro- 
vided compassionaie  care,  and  an  altiludi-  thai  bespeaks  tli.ii  n  - 
solve.' 

The  proper  mix  of  money,  science,  medical  care,  and 
human  support  for  those  who  are  infected  with  H I  \'  is 
hard  to  achieve,  but  more  federal  funding  —  properly 
targeted,  and  accompanied  by  that  leadership  and  re- 
solve —  could  put  us  on  a  better,  more  effective  and 
kindlier  track. 

Contcll  Univeriily 
Medkil  Collcp: 

New  York.  NY  I002I  DaVID  E.  RoGERS,  M  l). 
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Executive  Summary 


Acquired  immunodeficiency  syndrome  (  aids)  is  a  relatively  new  and 
incurable  infectious  disease  with  profound  implications  for  health  care 
delivery,  financing,  and  public  policy.  Since  aids  was  first  identified  in 
1981,  nearly  100,000  people  have  been  diagnosed  with  the  disease  and 
more  than  55,000  have  died.  By  the  end  of  1992,  the  Public  Health  Ser- 
vice predicts  that  365,000  people  will  have  been  diagnosed  with  aids 
and  263,000  of  them  will  have  died.  Medical  care  costs  related  to  aids 
are  projected  in  the  range  of  $5  to  $13  billion  in  1992. 

Not  orUy  is  the  aids  epidemic  continuing  to  spread,  but  the  patient  popu- 
lation is  expanding  to  include  more  intravenous  (iv)  drug  users,  minori- 
ties, women,  and  children.  And,  as  medical  science  progresses,  people 
with  aids  are  living  longer  and  requiring  more  chronic  care  services. 

At  the  same  time,  aids  is  spreading  geographically  to  hundreds  of 
smaller  American  cities.  Little  is  known,  however,  about  how  communi- 
ties outside  New  York  City  and  San  Francisco  finance  and  deliver  care  to 
people  with  aids.  To  help  fill  this  information  void,  gao  examined  aids 
health  services  in  five  communities — New  Haven  (Connecticut),  Phila- 
delphia, Baltimore,  New  Orleans,  and  Seattle.  The  review  focused  on: 

•  how  the  communities  delivered  and  financed  health  services  for  people 
with  aids,  and 

•  the  federal  implications  of  community  and  state  actions. 


aids  is  the  fmal  stage  of  a  disease  process  caused  by  the  human  immu- 
nodeficiency virus  (HIV).  As  a  result  of  damage  to  the  immune  system 
caused  by  Hiv,  people  with  aids  are  vulnerable  to  a  wide  range  of  life- 
threatening  infections  and  cancers.  The  health  care  needs  of  aids 
patients  vary  widely  depending  on  multiple  medical  problems  and  the 
stage  of  illness.  For  example,  aids  patients  may  need  acute  care  in  a  hos- 
pital, regular  treatment  through  outpatient  clinics,  or  chronic  care  in  an 
institution  or  at  home  during  the  course  of  the  disease. 

The  federal  government  has  invested  most  of  its  aids  funding  in 
biomedical  research,  education,  and  prevention  activities.  Viewed 
largely  as  a  state  and  local  responsibility,  service  delivery  has  received 
much  less  federal  support.  Instead,  most  federal  dollars  for  patient  care 
have  been  spent  on  Medicaid  recipients  with  aids. 


Purpose 


Background 
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Executive  Summary 


Rp<:iilt<!  in  Rripf  federal  government,  through  the  Medicaid  program,  pays  at  least  25 

rvebUllb  111  Dl  lei  percent  of  the  nation's  aids  medical  care  bill.  In  communities  like  San 

Francisco,  high-quality  care  is  available  at  lower  cost  than  in  other  cities 
t)ecause  alternatives,  such  as  home  and  conununity-based  services,  sub- 
stitute for  hospital-based  care.  As  the  epidemic  progresses  across  the 
country.  Medicaid  as  well  as  private  insurers  will  pay  for  more  expen- 
,  sive  AIDS  health  services  if  communities  have  not  developed  lower-cost 

alternative  delivery  systems.  Therefore,  the  federal  government  has  a 
strong  financial  incentive  to  encourage  less  costly,  quality-conscious  aids 
delivery  systems. 

^,  gao's  review  indicates  that  communities  will  experience  different  prob- 

lems in  providing  aids  services.  Over  the  next  several  years,  many  com- 
munities will  need  help  developing  and  coordinating  health  services  to 
meet  the  needs  of  their  growing  AIDS  caseloads.  Modest  federal  and  pri- 
. '  vate  demonstration  projects,  such  as  those  now  underway  in  some  cities, 

,  ,.  allow  communities  broad  flexibility  to  develop  alternative  services  tai- 

lored to  their  unique  needs.  Expanded  assistance  to  more  communities 
,  and  wide  dissemination  of  results  from  AiDS-related  demonstration 

projects  have  the  potential  to  help  many  communities  replicate  success- 
ful AIDS  delivery  systems  or  create  their  own.  Such  assistance  and  shar- 
ing of  information  can  help  to  control  the  costs  of  caring  for  people  with 

AIDS. 


Q^Q'g  ^^3|ysis  reviewed  aids  population  characteristics,  service  availability,  and 

^  payment  for  services  in  five  communities.  Demand  for  certain  aids  ser- 

vices in  some  con\munities  already  has  exceeded  capacity,  and  other  ser- 
vices were  not  available  at  all. 


Growing  AIDS  Populations  populations  of  the  five  communities  had  doubled 

Differ  nearly  every  year  since  1981.  Nationwide  aids  statistics  tended  to  mask 

the  uniqueness  of  aids  populations  in  individual  communities,  which 
ranged  from  those  made  up  almost  exclusively  of  homosexuals  to  those 
predominantly  made  up  of  or  related  to  iv  drug  users.  Racial  character- 
istics of  the  aids  populations  also  varied  considerably  among  the  com- 
munities. Most  cities,  even  those  with  primarily  homosexual  aids 
populations,  expected  growth  in  their  iv  drug  cases.  (See  ch.  2.) 
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Executive  Summary 


Service  Gaps  Remain  availability  and  adequacy  of  health  services  for  people  with  aids 

varied  according  to  the  nature  of  the  communities'  aids  populations  and 
their  health  resources.  (See  ch.  3.) 

•  Hospital  care  was  generally  available  for  people  with  aids.  Increasing 
AIDS  caseloads  were  straining  inpatient  capacity,  however,  in  part 
because  only  a  few  hospitals  in  each  community  were  treating  aids 
patients.  (See  pp.  28  to  29.) 

•  Outpatient  medical  care  provided  by  physicians  and  clinics  was  reaching 
capacity,  and  some  clinics  had  waiting  lists.  (See  pp.  30  to  33.) 

•  In  most  of  the  communities,  nursing  homes  did  not  admit  people  with 
aids  because  of  limited  capacity,  lack  of  facilities  and  staff  to  care  for 
infectious  patients,  and  low  Medicaid  reimbursements.  (See  pp.  33  to 
37.) 

•  Many  home  and  community-based  services  were  not  available  to  aids 
patients  who  needed  them  because  both  capacity  and  insurance  cover- 
age were  limited.  These  services  included  home  nursing  and  attendant 
care,  case  management,  mental  health  services,  substance  abuse  treat- 
ment, and  dental  care.  (See  pp.  36  to  42  and  32  to  33.) 

•  The  lack  of  housing  for  aids  patients  was  a  serious  problem  in  all  five 
conununities.  (See  pp.  42  to  43.) 


Although  data  on  aids  care  costs  and  financing  were  poor,  it  appeared 
that  Medicaid  paid  for  30  to  50  percent  of  aids  hospitalizations  in  the 
five  communities.  In  some  communities,  Medicaid's  share  may  be 
increasing.  As  the  epidemic  grows  and  affects  increasing  numbers  of  iv 
drug  users,  minorities,  women,  and  children,  state  and  federal  govern- 
ments can  expect  increasing  Medicaid  expenditures  for  aids  care.  (See 
ch.  4.) 

State  Medicaid  programs  are  complex  systems  for  aids  patients  to  nego- 
tiate, as  they  are  for  other  recipients.  Government  and  health  officials  in 
the  five  communities  reported  problems  with  eligibility,  limited  service 
coverage,  and  low  reimbursement  rates  that  in  some  cases  prevented 
Medicaid  programs  from  serving  aids  patients  as  effectively  as  possible. 
These  problems  were  not  unique  to  aids  patients,  but  sometimes  were 
accentuated  for  them.  (See  pp.  48  to  54. ) 

Recommendations  "^^"^  '^^'^  '^""'^"^  recommendations. 


Agency  Comments  ^'^      request  official  agency  comments  on  a  draft  of  this  report. 

However,  key  officials  and  providers  from  the  communities  that  gao 
studied  reviewed  draft  summaries  of  findings  for  their  sites,  and  their 
views  have  been  incorporated  in  the  report  where  appropriate. 
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I.     INTRODUCTION  .  _ 

A.     PURPOSE  OF  THE  STUDY 

In  October  1986  the  Health  Resources  and  Services  Administration 
(HRSA)  awarded  three -year  grants  in  Los  Angeles,  Miami,  New  York  and  San 
Francisco  to  initiate  AIDS  Service  Demonstration  projects.     The  overall 
goals  of  these  projects  were  to: 

1.  Identify  unmet  needs  and  develop  ways  to  meet  those  needs. 

2.  Provide  for  integration  of  community  resources  through  effective 
coordination . 

3.  Ensure  continuity  of  services  through  effective  case  management. 

4.  Reduce  overall  costs  of  providing  medical  care  to  AIDS  patients 
by  providing  alternatives  to  inpatient  hospital  care. 

The  major  purpose  of  this  study  was  to  describe  the  context  in  which 
each  of  the  demonstration  projects  evolved,   the  factors  which  affected  the 
development  of  AIDS  services  in  the  communities,   the  state  of  program 
development  at  the  time  of  the  study  and  the  role  that  the  HRSA  grant 
played  in  this  development.     A  separate  case  study  report  was  written  on 
each  of  the  four  communities.     HRSA  hopes  that  a  description  of  AIDS 
service  development  in  the  cities  that  have  experienced  the  earliest  and 
greatest  impact  of  AIDS  will  help  other  localities  plan  for  AIDS  services. 

This  report  presents  an  analysis  of  the  major  issues  emerging  from  the 
case  studies  of  the  four  sites  including:     role  of  the  HRSA  grant  in 
service  development,   factors  affecting  overall  system  development,  service 
development  for  specific  populations,   case  management,  and  the  development 
of  coordinated  systems  of  care  for  people  with  AIDS. 


Exhibit  III-l 


Characteristics  of  Phases  in  the 
Evolution  of  AIDS  Service  Delivery  Systems 


Phase  1:  Initial  Response 

Community-based  organizations  are  started  by  members  of  the  gay 
community 

-Initial  hotline,  support  services  and  education 
Hospital(s),  primarily  public,  begin  treating  a  number  of  AIDS  patients 
Education  begins 

Phase  2:  Building  the  System's  Foundation 

Hospitals  establish  inpatient  programs  and  training 
Outpatient  clinic  for  AIDS  open 
State/local  funding  is  targeted  for  AIDS 
State/local  AIDS  offices  are  established 

Phase  3:  Broadening  the  Response 

Case  management  services  begin 

AIDS  home  health  care  programs  begin 

AIDS  housing  is  initiated 

Dedicated  AIDS  inpatient  units  are  established 

Major  community -based  organizations  increase  use  of  professional  staff 
Community-based  organizations  target  minority  community 
Planning  activities  to  develop  coordinated  approach  begin 

Phase  4:  AIDS  Services  Begin  to  Become  Institutionalized 

AIDS  services  are  established  in  community  clinics 

Data  systems  created  for  case  management  and  tracking  service  use 

Housing  initiatives  and  alternative  levels  of  care  expanded 

Services  for  IVDA  population  are  targeted 

Services  for  minority  populations  continue  to  be  targeted 

Phase  5:  AIDS  Services  are  Institutionalized  (Future  Development) 

Emphasis  on  early  intervention 

Emphasis  on  treatment  as  a  chronic  disease 

Mainstreaming  of  AIDS  services 

System  of  financing  services  for  AIDS  becomes  established 
Effective  service  systems  for  IVDAs  and  minorities  are  developed 
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V.  CONCUJSIONS 

The  four  communities  studied  have  made  significant  advancements  in  the 
development  in  AIDS  services  with  the  assistance  of  HRSA  funds.     In    s  ■  .  .'. 
addition  to  increasing  the  overall  level  of  funding  for  AIDS  services,  the 
HRSA  demonstration  program,  unlike  most  other  funding  sources,  allowed 
communities  the  flexibility  to  target  funding  to  aspects  of  the  system  in 
greatest  need  of  further  development.     The  following  service  needs  remain 
most  severe  in  these  communities: 

•  Basic  services  for  the  gay /bisexual  HIV-infected  population  need 
additional  support  because  of  the  continued  increase  in  caseloads 
and  because  traditional  sources  of  reimbursement  do  not  cover  many 
of  these  services. 

•  Services  for  the  minority  and  IV  drug  user  populations  are  the 
most  underdeveloped  and  these  populations  are  not  being  adequately 
reached  or  served. 

•  Housing  services  of  various  types  and  drug  treatment  are  in 
serious  short  supply. 

The  HRSA  demonstration  projects  have  made  initial  advancements  in  these 

areas  through  the  development  of  numerous  model  programs.     Replicating  and 

expanding  these  programs,  as  well  as  developing  new  approaches  to  the  most 

critical  service  needs,  should  be  the  priority  of  funders  of  AIDS  service 

development  such  as  HRSA. 
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VI ,  RECOMMENDATIONS 


The  following  are  recommendations  for  HRSA  to  consider  in  future 
funding  of  HIV  service  development: 

1.  Do  these  coniinunities  continue  to  need  funding  from  programs  like  the 
HRSA  AIDS  Service  Demonstration  program? 

Continued  and  increased  funding  is  needed  to  keep  pace  with  the 
rising  AIDS  caseload  and  to  address  the  development  of  specific 
services  needed  in  each  community.     There  is  no  indication  that 
other  sources  of  funding  will  be  forthcoming  in  sufficient  amounts 
to  meet  these  needs. 

Recommendation : 

•  HRSA  should  continue  funding  the  AIDS  Service  Demonstration 
programs  in  these  communities  and  target  funding  to  areas  in  most 
need  of  development  and  for  which  other  sources  of  funding  are  not 
likely  to  be  forthcoming. 

2 .  What  services  should  be  targeted  for  development? 

Basic  health  and  social  services  to  the  gay/bisexual  population 
need  to  increase  because  of  increasing  caseload.     Services  for  IV 
drug  users  and  minorities  are  the  most  underdeveloped  relative  to 
need.     Housing  services  of  various  types  are  also  in  short  supply. 

Recommendation : 

•  HRSA  should  continue  its  support  of  basic  services  for  all 
risk  groups. 

•  Additional  funding  for  the  development  of  model  programs  for 
IV  drug  users  and  minorities  should  be  provided. 

•  Special  funding  should  be  provided  to  assist  communities  to 
develop  housing  services  for  people  with  AIDS  and  increase  drug 
treatment  programs . 

3.  Should  the  goals  of  the  demonstration  program  be  more  specifically 
stated? 

The  four  service  demonstration  goals  do  not  incorporate  some  of 
the  operating  assumptions  that  HRSA  made  has  concerning  the  best 
approach  to  building  an  AIDS  service  system. 
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Recommendation: 

•  HRSA  should  examine  its  assumptions  concerning  AIDS  service 
development  and  incorporate  them  into  the  goals. 

•  HRSA  should  incorporate  phase-specific  goals  for  communities 
in  different  stages  of  development. 

•  Planning  activities  should  be  encouraged  in  the  early  phases 
of  service  development. 

What  are  the  necessary  grantee  characteristics  to  successfully 
administer  the  grant? 

The  type  of  organization  administering  the  grant  influences  the 
achievement  of  the  HRSA  goals  through  its  ability  to  translate 
goals  into  local  policy  and  through  its  interest  and/or  ability  to 
foster  coordination  of  activities. 

Recommendation: 

•  HRSA  should  fund  organizations  with  demonstrated  ability  to 
influence  local  politics  and  the  ability  to  foster  coordination  of 
activities . 

•  Require  local  government  grantees  to  have  a  coordinating  body 

of  providers  and  community  groups  to  provide  for  their  involvement 
in  designing,   developing,   and  operating  HIV  services. 

•  For  non- government  grantees,   demonstrated  leadership  ability 
and  safeguards  against  self-interest  should  be  required. 

What  geographic  scope  should  the  demonstration  projects  have? 

The  geographic  scope  of  the  demonstration  projects  does  not  always 
correspond  to  the  existing  boundaries  of  the  local  health  services 
system. 

Recommendation : 

•  HRSA  should  assure  that  the  geographic  scope  of  service 
demonstration  projects  matches  local  health  service  system 
boundaries  (generally  defined  by  local  government  jurisdiction 
boundaries) . 

•  In  large  communities  with  subsystems,  subcontracts  to  local 
consortia  should  be  encouraged. 

How  can  HRSA  help  other  commxinities  gain  from  the  experience  of  these 
four  comm\mities? 

The  demonstration  projects  have  developed  many  programs  that  can 
be  used  as  models  by  other  communities  that  are  developing  AIDS 
service  systems.     Successful  projects  are  burdened  by  providing 
technical  assistance  to  other  communities. 
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^econunendatlon : 

•        HRSA  should  foster  dissemination  of  information  about  the 

demonstration  projects.  This  should  include  wide  distribution  of 
evaluation  reports  on  the  service  demonstration  projects. 


The  demonstration  grants  should  explicitly  support  some 
activities  related  to  information  exchange  with  other  communities. 
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The  1987  US  Hospital  AIDS  Survey 

Dennis  P  Andruiis.  MPH,  PhD;  Virginia  Beers  Weslowski,  MPA;  Larry  S  Gage,  JD 


In  1987,  the  National  Public  Health  and  Hospital  Institute  conducted  a  national 
survey  of  623  acute-care  hospitals  to  obtain  information  relating  to  inpatient  and 
outpatient  care  for  persons  with  acquired  immunodeficiency  syndrome  (AIDS). 
Two  hundred  seventy-six  hospitals  reported  treating  persons  with  AIDS;  the 
average  length  of  stay  was  16.8  days.  Average  costs  and  revenues  per  inpatient 
day  were  $681  and  $545,  respectively,  with  a  cost  per  patient  per  year  of 
$17  910.  Estimated  cost  for  AIDS  inpatient  care  during  1987  was  $486  million; 
Medicaid  represented  the  primary  payer.  Regional  and  ownership  comparisons 
for  this  year  and  between  1985  and  1987  indicated  significant  differences  In 
utilization,  payer  source,  and  financing.  Results  suggest  major  differences  In 
reimbursement  and  losses  related  to  payer  source  or  lack  of  Insurance,  with 
many  hospitals  that  serve  large  numbers  of  low-income  persons  with  AIDS 
encountering  moderate  to  sever©  financial  shortfalls.  We  conclude  that  increas- 
ing concentrations  of  persons  with  AIDS  In  relatively  few  hospitals  in  large  cities 
may  make  It  more  difficult  to  secure  the  broader  political  base  necessary  to 
obtain  adequate  support  for  treatment. 

UAMA  1989262:784-794) 


THE  DECADE  of  the  19808  has  seen  a 
miyor  increase  in  the  number  of  people 
with  acquired  immunodeficiency  syn- 
drome (AIDS)  in  the  United  SUtes.  Ac- 
cording to  the  Centers  for  Disease  Con- 
trol (CDC).  99  936  individuals  have  been 
diagnosed  with  AIDS  as  of  June  30. 
1989.'  Projections  for  the  future  indi- 
cate a  continuing  escalation  in  the  num- 
ber of  people  siSfering  from  AIDS  and 
other  human  immunodeficiency  virus 
(HIV)-related  conditions. 

While  some  states  and  localities  have 
been  successful  in  developing  communi- 
ty programs  to  respond  to  the  rapidly 
growing  need  for  health  services,  hospi- 
tal-based treatment  remains  the  prima- 
ry and,  frequently,  the  only  source  of 


From  me  Nalional  Public  HeaBti  and  Hospital  Institute 
(Or  Andruiis  and  Ms  Beers  Weslowski)  and  the  National 
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DC 

Hephnt  requests  to  National  Public  Health  and  Hospi- 
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Washington,  DC  20004  (Or  Andruiis) 


care  for  people  with  AIDS  (PWAs). 
Several  studies  have  attempted  to  mon- 
itor the  costs  of  care  in  the  hospital.*"* 
Other  research  has  used  statistics  on 
hospital-based  care  and  other  sources  of 
information  to  project  patient-specific 
and  national  direct,  indirect,  or  lifetime 
costs.*'  However,  few  studies  have  ex- 
amined hospital  care  for  AIDS  patients 
from  a  national  perspective. '° " 

This  report  presents  national  infor- 
mation on  patient  characteristics  and 
hospital  treatment  and  financing  of  care 
to  PWAs  during  1987.  It  also  compares 
the  1987  information  reported  by  teach- 
ing hospitals  with  teaching  hospital  data 
from  our  1985  hospital  AIDS  survey. 

METHODS 

In  March  1988.  the  National  Public 
Health  and  Hospital  Institute  dissemi- 
nated a  survey  to  623  members  of  four 
hospital  associations:  the  National  As- 
sociation of  Public  Hospitals  and  the  As- 
sociation of  American  Medical  Colleges' 


Council  of  Teaching  Hospitals,  which 
together  represent  465  metropolitan 
area  public  and  private  teaching  institu- 
tions; the  National  Association  of  Chil- 
dren'^ Hospitals  and  Related  Institu- 
tions, which  represents  90  facilities  and 
pediatric  departments  within  general 
acute-care  hospitals;  and  the  91  mem- 
bers of  the  National  Council  of  Commu- 
nity Hospitals,  which  represents  pri- 
marily nonprofit  hospitals  and  hospital 
systems  (overlap  in  membership  ac- 
counts for  the  total  of  623  institutions). 
The  survey  requested  hospitals  to  pro- 
vide information  from  the  1987  calendar 
year  on  patients  diagnosed  with  AIDS. 
(The  survey  requested  information  on 
patients  who  met  the  CDC  definition  for 
AIDS.  Hospitals  were  asked,  if  possi- 
ble, to  use  the  extant  definition  for  the 
first  8  months  of  1987  and  the  definition 
as  revised  on  September  1, 1987,  for  the 
last  4  months.)  The  results  reported 
herein  do  not  include  other  HIV-related 
illnesses,  which  represent  a  large,  if  dif- 
ficult to  measure,  portion  of  AIDS  care. 

Institutions  were  asked  to  respond  to 
questions  in  six  specific  categories:  gen- 
eral inpatient  utilization;  demographic 
and  risk-group  characteristics;  hospital 
organization  and  staffing  of  AIDS  treat- 
ment programs;  outpatient  information; 
financial  characteristics  of  inpatient  and 
outpatient  care;  and  specific  treatments 
available  for  AIDS  patients.  Hospitals 
were  also  asked  to  report  cost,  charge, 
and  revenue  per  day  for  their  other 
(non-AIDS)  medical/surgical  patients. 
All  information  was  reported  in  the  ag- 
gregate for  each  hospital.  Institutions 
that  failed  to  respond  to  our  March  mail- 
ing received  a  second  mailing  in  June 
1988.  As  necessary,  hospitals  were  tele- 
phoned to  clarify  reported  information. 
Excluded  from  the  analysis  were  72 
Veterans  Administration  hospitals  and 
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3  non-US  hoepitak,  which  reduced  the 
universe  of  hoepitals  to  548. 

Statistical  analysis  consisted  of  com- 
parisons of  group  means  via  <  tests  and 
paired  sample  t  tests  and  comparisons  of 
proportions  via  x"  tests. 

Response  Group 
R«pres«frtativ«ness 

Several  analyses  were  undertaken  to 
determine  the  generalizabihty  of  the  in- 
formation reported.  We  compared  the 
group  of  hospitals  responding  to  the  sur- 
vey with  the  nonresponding  members  of 
the  four  associations  on  the  basis  of 
number  of  beds,  ownership,  and  region. 
n»e  response  group  and  nonresponse 
group  contained  similar  proportions  of 
hospitals  from  the  Northeast  and  West, 
with  the  Northeast  comprising  3CHt  of 
the  response  group  and  32%  of  the  non- 
response  group  The  West  represented 
16%  and  15%,  respectively  The  Mid- 
west was  slightly  overrepresented  in 
the  response  group  (28%  of  the  response 
group  vs  23%  of  the  nonresponding  hos- 
pitals), while  hospitals  in  the  South 
were  sonjewhat  underrepresented  (26% 
of  the  response  group  vs  31%  of  the 
nonresponding  hospitals).  By  ovsTier- 


ship,  public  hospitals  (defined  as  city-, 
county-,  or  sUte-owned  or  -operated  in- 
stitutions) were  slightly  overrepresent- 
ed in  the  response  group  (28%  of  the 
response  group,  compared  with  24%  of 
the  nonresponding  facilitiesX  There 
were  no  differences  in  the  average  num- 
ber of  beds  per  hospital  between  re- 
sponding and  nonresponding  hospitals. 

lb  determine  if  the  information  from 
our  survey  was  generalizable  to  the  uni- 
verse of  PWAs,  we  compared  patients 
on  the  basis  of  demographic  and  risk 
group  characteristics  for  the  respond- 
ing hospitals  wdth  those  reported  to  the 
CDC.  TTie  results  of  this  comparison, 
reported  herein,  indicated  some  differ- 
ences in  the  composition  of  the  patient 
populations. 

RESULTS 

"Riree  hundred  twenty-two  hospitals 
located  in  39  states  responded  to  the 
survey,  representing  59%  of  the  non- 
Veterans  Administration,  US  members 
of  the  four  associations.  Of  these  re- 
spondents, 46  indicated  that  they  treat- 
ed no  AIDS  patients  during  calendar- 
year  1987.  The  276  hospitals  that 
reported  treating  at  least  one  AIDS  pa- 


20     40     60     80     100  120 
Hosprtals,  % 


Oistrtubon  o(  inpalients  in  hospital.  Percsni  of  pa- 
tients ploned  against  percent  of  hospitaJs  for  1 4 145 
patients  and  276  fxsspitaJs. 


tient  for  that  year  constitute  the  re- 
sponse group  on  which  this  analysis  is 
based. 

The  14  145  patients  treated  in  these 
hospitals  accounted  for  371  768  inpa- 
tient days  and  22  088  admissions,  and 
represented  52%  of  the  27  126  PWAs 
estimated  by  the  CDC  to  be  alive  at  any 
time  during  1987  (Meade  Morgan,  CDC, 
personal  communication,  December  19, 
1988)  (Table  1).  These  institutions 
treated  an  average  of  51  AIDS  inpa- 
tients in  that  year  (range,  1  to  799  pa- 
tients) and  reported  1.6  admissions  per 
inpatient  per  year.  The  average  patient 
received  26  days  of  inpatient  care,  with 
a  length  of  stay  of  16.8  days  per 
admission. 

Eighty-five  hospitals  identified  7602 
AIDS  outpatients  treated  during  this 
period,  an  average  of  89  per  institution. 
They  accounted  for  61  897  visits,  which 
equaled  8.1  visits  per  person  per  year 
and  728  visits  per  facility  per  year.  (Al- 
though hospitals  were  asked  to  provide 
outpatient  information  on  AIDS  and 
AIDS-related  complex  separately,  sev- 
eral were  unable  to  do  so;  therefore, 
an  unknown  number  of  patients  with 
AIDS-related  complex  were  likely  to  be 
included  in  the  outpatient  data.) 

The  distribution  of  AIDS  patients  in 
hospitals  points  out  an  important  aspect 
of  the  patterns  of  treatment  of  PWAs 
(Figure).  The  graph  shows  that  a  very 
small  number  of  hospitals  are  treating 
very  large  numbers  of  PWAs.  Ten  per- 
cent (28)  of  the  hospitals  treated  58%  of 
the  patients,  with  10  hospitals  (4%) 
treating  32%  of  the  patients.  Of  these  10 
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Table  2. -Hospital  Characteristics  by  Ownership  and  Location- 


Uldwait 

South 

Waat 

Overall 
Total 

Total 

PubUc 

Private 

Total 

PuMIc 

Private 

Total 

Public 

Private 

Total 

PiMc 

Privrta' 

No.  of  hospitals  responding 

276 

84 

18 

66 

77 

16 

61 

71 

21 

SO 

44 

28 

16 

%o(  total  by  region 

30 

28 

26 

16 

No.  of  patients 
Total 

14145 

6877 

2951 

3926 

1459 

469 

990 

3452 

1900 

1552 

2357 

1710 

647 

Average  per  hospital 

51 

82 

164 

59 

19 

29 

16 

49 

90 

31 

54 

66 

36 

13 

9 

21 

7 

12 

32 

10 

18 

21 

g 

%  of  tofAi  by  region 

49 

10 

24 

17 

%  of  CDC-reported 
cases  by  region  (cumulative 
through  December  28. 1987) 

39 

8 

26 

27 

No.  of  admissions 
Total 

22088 

10380 

4238 

6142 

2410 

702 

1708 

5479 

2675 

2S04 

3819 

2997 

622 

Average  per  hospital 

80 

124 

235 

93 

31 

28 

77 

127 

56 

87 

115 

56 

Median 

20 

43. 

222 

22 

15 

46 

10 

19 

37 

22 

28 

11 

No  .  of  admissions 
per  patient  per  year 

1.6 

1.5 

1.4 

1.6 

1.7 

1.5 

1.7 

1.6 

1.4 

18 

1.6 

18 

1J 

No.  of  inpatient  days 
Total 

371768 

216237 

103730 

112507 

32011 

9617 

22394 

75527 

36871 

38656 

47993 

37438 

10555 

Ai«rage  per  hospital 

1347 

2574 

5763 

1705 

416 

601 

367 

1064 

1756 

773 

1091 

1440 

586 

313 

589 

531 

362 

213 

521 

155 

322 

612 

203 

293 

326 

244 

Average  length  of  stay 

16.8 

20.8 

245 

18.3 

13.3 

13.7 

13.1 

13.8 

13.8 

13.8 

12.6 

12.5 

12* 

Average  No.  of  days 

26.3 

31  4 

35.2 

28.7 

21.9 

20.5 

22.6 

21.9 

19.4 

24.9 

20.4 

21.9 

per  patient  per  year 

*COC  Indicates  Centers  lor  Disease  Control. 


1 3.— Risk-Group  Characteristics  by  Ownership  and  Location* 


SofCOC-flaportad 

Overall 

r 

lorthaai 

It 

South 

Caaea  (Cumulative 
Through  December  28, 1987) 

Total 

Public 

Private 

Total 

Public  f 

>rivate 

Total  r 

•uMIc 

Privata 

1  Total 

PubUc  F 

■rivato 

Total 

Pu^  1 

>rlvMa 

No.olpabents 

10384 

5408 

4976 

5464 

2539 

2925 

1007 

359 

648 

2609 

1496 

1113 

1304 

1014 

290 

No.  of  hospitals 
fsspondtfig 

235 

67 

168 

75 

17 

58 

67 

53 

60 

20 

40 

33 

16 

17 

66 

54 

44 

66 

40 

18 

60 

75 

73 

76 

64 

57 

74 

78 

77 

79 

Homosexual  IV  drug  user 

8 

6 

8  . 

4 

5 

6 

3 

7 

10 

5 

7 

10 

8 

to 

4 

Heterosexual  IV  drug  user 

17 

27 

36 

17 

43 

66 

24 

7 

9 

7 

11 

12 

9 

6 

Sexual  partner  of 

4 

3 

4 

3 

2 

3 

2 

2 

2 

3 

3 

2 

Chfld  of  risfc^roup  memt)er 

1 

6 

6 

5 

5 

5 

5 

11 

6 

0 

2 

Blood-product  related 

4 

3 

5 

3 

7 

5 

6 

5 

5 

5 

6 

4 

12 

*COC  indicates  Centers  (or  Disease  Control:  and  IV,  intravenous. 


hospitals,  6  are  public  and  4  are  private. 
The  (»ncentration  of  patients  and  ser- 
vices in  a  few  hospitals  is  reflected  in  the 
utilization  variables  summarized  in  Ta- 
ble!. 

AIDS  Hospital  Utilization 
Characteristics 

Caseloads  varied  across  regions.  In- 
stitutions in  the  Northeast  reported 
treating  the  greatest  number,  82  pa- 
tients per  facility.  Public  hospitals 
treated,  on  average,  more  than  twice  as 
many  AIDS  patients  as  private  hospi- 
tals in  1987  (88  and  36,  respectively) 
(P<.001)  (Table  1).  Public  hospitals  in 


the  Northeast  treated  the  greatest 
number  per  facility  (164),  followed  by 
public  institutions  in  the  South  (90)  (Ta- 
ble 2). 

There  were  no  significant  differences 
in  average  length  of  stay  (ALOS)  over- 
all among  regions  or  between  public  and 
private  hospitals  overall.  However,  the 
northeastern  public  hospitals^  ALOS 
(24.5  days)  was  significantly  longer  than 
public  hospitals  in  the  Midwest  (13.7 
days)  and  public  hospitals  in  the  South 
(13.8  days)  (P<,01).  Hospitals  in  the 
Northeast  reported  the  highest  number 
of  days  per  patient  per  year,  31.4,  and 
public  hospitals  in  this  region  reported 


the  hi^est  of  all  categories,  35.2  days 
per  patient  per  year 

DEMOGRAPHIC  AND  RISK- 
GROUP  CHARACTERISTICS 
AIDS  Risk-Group  Characteristics 

Homosexual  individuals  with  AIDS 
constituted  the  largest  risk-group  cate- 
gory of  AIDS  patients  (54%),  followed 
by  heterosexual  drug  users  (27%)  (Ta- 
ble 3).  Children  of  risk-group  members 
constituted  6%  of  the  PWAs  reported. 

The  CDC  reported  a  higher  propw- 
tion  of  homosexuals  (66%)  and  a  lower 
proportion  of  drug  users  (17%)  and  chfl- 
dren  of  risk-group  members  (1%)  than 


786     JAMA,Augustn.1989-Vol262,No  6 


1987  Hospital  AIDS  Survey- Andrulisetal 


69 


TaWe  4  —Demographic  Charactensfcs  by  Ownership  and  Location' 


%o«C 

DC  tTporfd 

OveraU 

■t 

1 

South 

West 

Througli  0< 

(CunHrtativ« 
tcamber  28. 1987) 

Totai 

Public 

Private 

Total 

Public 

Private 

Total 

Public 

Private 

Total 

Public 

Private 

Total 

Public 

Prhwto 

No  .  o«pa<nr 

«st 

12856 

7970 

4886 

5169 

2999 

2170 

1322 

555 

767 

4630 

3098 

1532 

1735 

1318 

417 

No  o«nos 

xtals 

253 

74 

179 

74 

17 

57 

71 

16 

55 

69 

20 

49 

39 

21 

18 

^^^fe^iond 
W 

GO 

46 

39 

57 

28 

15 

46 

69 

61 

74 

48 

44 

57 

76 

76 

76 

8 



39 

40 

36 

10 

10 

9 

17 

20 

12 

26 

30 

21 

5 

6 

5 

12 

15 

5 

12 

10 

OOwr 

2 

2 

2 

2 

3 

2 

2 

3 

1 

2 

3 

2 

5 

Se».  =*ma»e 

92 

85 

82 

81 

75 

85 

94 

93 

94 

86 

83 

92 

95 

94 

96 

Age 
0-4 

3 

1 

5 

6 

3 

1 

0 

2 

5-12 

1 

0 
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0 

2 

3 

3 

13-19 

3 

5 

0 

1 

9 

12 

2 

0 

20-29 

21 

22 

24 

20 

20 

21 

19 

28 

26 

22 

23 

19 

23 

28 

13 

30-39 

46 

44 

44 

44 

47 

50. 

44 

45 

46 

45 

40 

37 

46 

44 

44 

44 

40-49 

21 

19 

16 

22 

20 

18 

22 

17 

15 

18 

16 

21 

21 

20 

25 

50- 

10 

7 

6 

7 

6 

9 

7 

6 

8 

6 
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8 

9 

7 

12 

•CDC  «* 

caies  Ceoief?  tor  C 

)rae«se  Control 

TDue  10  (*tlef»nces  n  item  rssponses  rate,  me  numbef  of  patients  lepfesenled  in  eacn  category  is  not  identical.  Based  on  admissions  rather  ttian  patients  tor  an  unknown 


Tat3*e  5  -Percent  Inoabent  Admissions  Payer  Source  by  Ownership  and  Localior 


Ovwail 

»4ort»Ma8 

t 

t 

Soutti 

West 

Total 

Public 

Privala 

Total 

PubOc 

Private 

ToUl 

Public 

Total 

Public 

Private 

Total 

Public 

Private 

*)  o(  atknosons 

18376 

9917 

8459 

8593 

3847 

4746 

2051 

525 

1526 

4286 

2634 

1652 

3446 

2911 

535 

No  o<hos(>ilals 
respondvig 

241 

73 

168 

74 

17 

57 

66 

12 

54 

64 

21 

43 

37 

23 

»ayer  source. -X. 
MedKaK) 

52 

34 

54 

71 

40 

35 

46 

31 

18 

18 

17 

55 

58 

Pnvala  raurarv:e 

29 

13 

48 

29 

10 

45 

44 

24 

50 

30 

13 

57 

19 

15 

40 

-Sen  pay-rother- 

23 

31 

13 

13 

10 

17 

21 

16 

48 

65 

22 

23 

24 

15 

Medcare 

2 

2 

3 

2 

2 

2 

3 

4 

3 

2 

2 

3 

3 

3 

Pnsoner  22  244  315  022  1000 


Tatite  6  —Percent  ol  Outpabent  Visits  Payer  Source  try  Ownership  and  Location 


0«wM  Nofthawt  Midwest  South    Wtst 


ToM 

PuMic 

Prtviaa 

Total 

Public 

Private 

Tota; 

Public 

Private 

Total 

Public 

Private 

Total 

Public 

Private 

No  of  visa 

40802 

33658 

7144 

7645 

2357 

5288 

2313 

1385 

928 

12638 

12435 

203 

18206 

17481 

725 

No  ofhospiiais 

70 

28 

42 

18 

3 

15 

18 

6 

12 

20 

12 

8 

7 

7 

Payer  source.  % 
MeAcaO 

31 

26 

56 

58 

56 

59 

46 

47 

44 

19 

18 

67 

27 

25 

52 

Prlvale  nsuranca 

15 

18 

8 

16 

23 

24 

20 

11 

11 

17 

16 

16 

22 

-Sen  pay-Ao«her- 

SO 

57 

17 

19 

35 

13 

26 

21 

34 

69 

70 

15 

53 

54 

25 

Ueduare 

3 

3 

2 

2 

2 

4 

6 

2 

1 

1 

5 

Pnsoner 

0 

7 

7 

0 

10 

2 

0 

0 

0 

0 

0 

0 

0 

responding  hospitals.  Similar  propor- 
tions between  the  hospital  study  group 
and  CDC  estimates  were  found  for  the 
other  risk-group  categories.  Overall, 
tests  confirmed  that  risk-group  propo-- 
tions  differ  for  the  two  patient  groups 
(survey  and  CDC,  P<.001). 

Risk  group  was  associated  with  both 
ownership  and  region  (P<.001).  Hospi- 
tals in  the  Northeast  treated  signifi- 


cantly fewer  homosexuals  (40%)  and  a 
significantly  greater  number  of  hetero 
sexual  drug  users  (43%)  than  hospitals 
in  all  other  regions.  Southern  institu- 
tions treated  proportionally  more  chil- 
dren (14%)  than  all  other  regions. 

Demographic  Characteristics 

As  expected,  the  great  majority 
(85%)  of  AIDS  patients  fell  within  an 


age  range  of  20  to  49  years  (Table  4). 
Eighty-five  percent  were  male.  By 
race,  46%  were  white,  35%  black,  and 
17%  Hispanic. 

Comparing  the  survey  results  with 
cases  reported  by  the  CDC  (cumulative 
through  1987)  indicated  that  the 
responding  hospital  group  treated 
a  greater  number  of  women  (15%  vs 
8%  reported  by  the  CDC),  a  greater 
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Table  7  —Average  Inpatient  Costs.  Revenues,  and  Charges  by  Ownership  and  Location 

Overall  NorthMUt  MdwMt  South 


Total        PuMtc     Private      JOfl       PubMc      Privf       Total       Pubflc      Prtvrt«      Totel       Public  Privf 


WOS  inpalisnts* 
No.  o(  days 

144478 

49512 

94966 

72494 

13395 

59099 

18029 

5710 

12319 

41383 

18515 

22868 

No  ol  hospitals  responding 

148 

■  37 

42 

38 

44 

8 

36 

45 

31 

Cost  per  day.  $ 

681 

709 

666 

658 

758 

636 

745 

764 

737 

658 

618 

691 

Cost  per  admission,  $ 

11441 

12549 

10656 

13686 

18571 

11639 

9909 

10467 

9655 

9060 

8528 

9536 

Cost  per  patient  per  year.  $ 

17910 

18923 

17236 

20661 

26682 

18253 

16315 

15662 

16656 

14410 

11989 

17206 

Charge  per  day  $ 

864 

879 

855 

789 

861 

773 

1007 

859 

1075 

852 

755 

930 

Charge  per  admission.  $ 

14515 

15558 

13680 

16411 

21095 

14146 

13393 

11768 

14083 

11758 

10419 

12834 

Charge  per  patient  per  year.  $ 

22723 

23461 

22127 

24775 

30307 

22185 

22053 

17610 

24295 

18659 

14647 

23157 

Revenue  per  day.  $ 

545 

491 

574 

536 

651 

510 

614 

538 

650 

483 

232 

687 

Revenue  per  adntission,  $ 

9156 

8691 

9184 

11 149 

15950 

9333 

8166 

7371 

8515 

6665 

3202 

9481 

Revenue  per  patient  per  year.  $ 

14334 

13105 

14855 

16830 

22915 

14637 

13447 

11029 

14690 

10578 

4501 

17106 

(Loss)-gain  per  day,  $ 

(136) 

(218) 

(92) 

(122) 

(107) 

(126) 

(131) 

(226) 

(87) 

(175) 

(386) 

(4) 

(Loss)-gain  per  admission.  $ 

(2285) 

(3859) 

(1472) 

(2538) 

(2622) 

(2306) 

(1742) 

(3096) 

(1140) 

(2415) 

(5327) 

(55) 

(Loss)-gain  per  patieni  per  year.  $  (3577)  (5818)  (2381)  (3831)  (3766)  (3616)  (2869)  (4633)  (1966)  (3833)  (7488)  (100) 
Other  medical  surgical  patients 

Cost  per  day.  $  713  793  680  647  748  639  696  752  680  725  810  674 


No.  01  hospitals  responding  164  48         116  43  3  40  49  11  38  48  18  30 


Charge  per  day  $ 

915 

885 

927 

892 

749 

902 

914 

887 

920 

641 

718 

909 

No.  ot  hospitals  responding 

171 

48 

123 

45 

3 

42 

51 

10 

50 

18 

32 

Revenue  per  day.  $ 

687 

662 

696 

603 

429 

613 

687 

622 

703 

704 

679 

718 

No.  o(  hospitals  responding 

157 

46 

39 

2 

37 

9 

35 

51 

19 

32 

(Loss)-gain  per  day.  $ 

(26) 

(131) 

16 

(44) 

(319) 

(26) 

(9) 

(130) 

23 

(21) 

(131) 

'AIDS  indicates  acquired  immunodefidency  syrxlrome 


Table  8.— Average  Outpatient  Costs,  Charges,  and  Revenues  by  Ovi/nership  and  Location 


Total        Public      PrWate      Total     PuttHc    Private      Total      Public     Private      Total       Public  Privaf 


AIDS  outpatients 


No.  ol  visits' 

21933 

13487 

8446 

6208 

0 

6208 

1545 

1203 

342 

12131 

10243 

1888 

No.  of  hospitals  responding 

39 

15 

24 

8 

0 

13 

9 

10 

6 

No.  ol  visits  per  patient  per  year 

8.2 

9.0 

60 

73 

63 

12.7 

8.2 

13.0 

7.4 

12.0 

44 

Cost  per  visit,  $ 

237 

308 

125 

107 

101 

139 

119 

341 

366 

204 

Cost  per  patient  per  year,  $ 

1943 

2772 

750 

781 

636 

1765 

1181 

1547 

2523 

4392 

898 

Charge  per  visit.  $ 

287 

368 

158 

129 

129 

143 

146 

135 

415 

455 

254 

Charge  per  patient  per  year.  $ 

2353 

3312 

948 

942 

813 

1816 

1197 

1755 

3071 

5460 

1118 

Revenue  per  visit.  $ 

63 

44 

104 

58 

56 

96 

90 

118 

64 

36 

212 

Revenue  per  patient  per  year.  $ 

517 

396 

624 

423 

353 

1219 

738 

1534 

474 

432 

933 

(Loss)-gain  per  visit,  S 

(174) 

(264) 

(94) 

(49) 

(45) 

(43) 

(54) 

(1) 

(277) 

(330) 

8 

(Loss)-gain  per  patient  per  year,  $ 

(1427) 

(2376) 

(126) 

(358) 

(283) 

(546) 

(443) 

(13) 

(2050) 

(3960) 

35 

Other  outpatients 
Cost  per  visit,  $ 

130 

143 

119 

99 

96 

100 

125 

138 

118 

183 

182 

185 

No.  o(  hospitals  responding 

S3 

25 

28 

11 

2 

9 

19 

7 

12 

13 

8 

5 

Charge  per  visit.  $ 

143 

148 

140 

109 

93 

112 

132 

138 

129 

212 

169 

290 

No.  ot  hospitals  responding 

61 

26 

35 

14 

2 

12 

22 

7 

15 

5 

Revenue  per  visit.  S 

93 

185 

99 

82 

82 

87 

88 

87 

132 

98 

178 

No  ol  hospitals  respo(Xlir>g 

52 

22 

30 

8 

0 

8 

19 

6 

13 

8 

6 

(Loss)-gain  per  visit,  S 

(37) 

(58) 

(20) 

(17) 

(18) 

(38) 

(50) 

(31) 

(51) 

(84) 

(7) 

'For  six  hospitals,  visits  were  estimated  as  average  lor  ttieir  region-oamership  category. 
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proportion  of  minorities,  and  a  popula- 
tion that  included  more  children  (pre- 
sumably due  to  the  inclusion  of  chil- 
dren's hospitals  among  the  participat- 
ing associations). 

There  were  significant  differences 
in  the  race  and  age  proportions  be- 
tween regions  and  ownership  catego- 
ries (P<.01  for  all  comparisons).  Public 
and  private  hospitals  in  the  Northeast 
treated  the  lowest  proportion  of  white 
AIDS  patients  of  any  categories  (15% 
and  46%,  respectively).  Hospitals  in  the 
West  treated  the  lowest  proportion 
(24%)  of  minority  AIDS  patients  of  any 
region  or  ownership  group. 

RNANCIAL  INFORMATION 
Payer  Source  for  Inpatient 
Admissions 

Responding  hospitals  reported  that 
Medicaid  was  the  primary  payer  for  44% 
of  all  admissions  and  private  insurers 
represented  29%  (Table  5).  "Self-pay" 
and  "other,"  categories  that  generally 
represent  uninsured  or  indigent  pa- 
tients, accounted  for  23%  of  the  admis- 
sions. Medicare  was  the  payer  for  2%  of 
admissions. 

Source  of  payment  was  found  to  differ 
across  ownership  and  regional  groups 
(P<.(X)1  for  both  ownership  and  re- 
gion). Medicaid  was  a  payer  for  signifi- 
cantly more  AIDS  admissions  in  west- 
em  and  northeastern  institutions  (55% 
and  54%,  respectively).  Eighteen  per- 
cent of  admissions  to  hospitals  in  the 
South  were  covered  by  Medicaid,  the 
smallest  percentage  of  all  regions.  Al- 
most half  (48%)  of  all  admissions  in 
southern  hospitals  were  reported  as 
self-pay/other  admissions. 

Public  hospitals  admitted  a  signifi- 
cantly higher  percentage  of  PWAs 
whose  payer  source  was  Medicaid  (52% 
of  admissions  to  public  hospitals  vs  31% 
of  admissions  to  private  institutions) 
and  a  higher  proportion  of  self- 
pay/other  (31%  vs  13%  for  private  hospi- 
tals). Private  hospitals  adn-itted  a  larg- 
er proportion  of  patients  who  were 
privately  insured  (48%  vs  13%  for  public 
hospitals).  Eighty-three  percent  of  the 
AIDS  admissions  in  public  hospitals  and 
47%  of  the  admissions  in  private  hospi- 
tals were  related  to  what  is  considered 
predominantly  low  income  (ie.  Medic- 
aid, self-pay,  and  other). 

Public  hospitals  in  the  Northeast  re- 
ported the  highest  proportion  (71%)  of 
Medicaid  admissions  for  any  hospital 
group.  Public  and  private  hospitals  in 
the  South  demonstrated  significantly 
higher  percents  of  self-pay/other  and 
fewer  Medicaid  admissions  than  any 
other  regional  group  in  their  respective 
ownership  categories. 


Payer  Source 

for  Outpatient  Visits 

A  small  number  of  hospitals  (70)  pro- 
vided outpatient  financial  information, 
and  results  from  these  analyses  are  less 
conclusive.  For  the  responding  hospi- 
tals, the  majority  of  outpatient  visits  for 
PWAs  were  reported  as  self-pay  (50%) 
and  Medicaid  (31%)  (Table  6).  Private 
insurance  accounted  for  only  15%  of  the 
visits. 

Payer-source  proportions  for  outpa- 
tient services  varied  among  the  owner- 
ship and  region  categories  (P<.(X)1X 
With  the  exception  of  the  Midwest,  im- 
vate  hospitals  in  each  region  reported  a 
greater  proportion  of  privately  insured 
visits  and  Medicaid  visits  than  their 
pubUc  hospital  counterparts.  Those 
AIDS  outpatients  in  public  hospitals 
were  most  likely  not  to  have  insurance: 
57%  of  visits  to  public  hospitals  overall, 
and  70%  of  visits  to  southern  public  hos- 
pitals were  self-pay/other  However, 
both  public  and  private  hospitals  treat- 
ed large  proportions  of  low-income 
(Medicaid  and  self-pay)  PWAs.  No  re- 
gion or  ownership  group  treated  a  pro- 
portion of  privately  insured  AIDS  out- 
patients greater  than  24%. 
Inpatient  (Dosts  and  Revenues 

Inpatient  costs  averaged  $681  per 
day  (charges  per  day  averaged  $^) 
while  revenues  averaged  80%  of  costs  at 
$545  per  day  (Table  7).  (Hospitals  were 
asked  to  specify  the  method  they  used  to 
arrive  at  cost-per-day  figures  [ie,  ratio 
of  cost  to  charges  and,  if  so,  what  type], 
or  to  specify  another  approach.  Eighty- 
nine  percent  of  responding  hospitals  re- 
ported using  a  ratio  of  cost  to  charges  to 
calculate  costs.  The  remaining  11%  re- 
ported using  special-cost  studies,  chart 
review,  or  similar  methods  of  arriving 
at  costs  per  day.  Median  values  for  cost, 
charge,  and  revenue  did  not  differ 
greatly  from  the  mean  figures,  with  me- 
dian cost  per  day  at  $651,  median  charge 
per  day  at  $824,  and  median  revenue  per 
day  at  $584. )  Inpatient  costs  per  patient 
per  year  (cost  per  day  x  number  of  days 
per  patient  per  year)  averaged  $17  910; 
per  admission  costs  (cost  per  day  x 
ALOS)  were  $11 441.  Costs  per  patient 
per  year  by  region  ranged  from  $14  410 
in  the  South  to  $20  661  in  the  Northeast. 
Public  hospitals  in  the  Northeast 
reported  the  highest  costs  per  patient 
per  year  of  any  institutional  group 
($26  682).  Hospital  revenues  averaged 
$14  334  per  patient  per  year  and  $9156 
per  admission. 

Comparing  financial  information  for 
AIDS  patients  and  other  medical/surgi- 
cal patients  yielded  no  significant  differ- 
ences for  costs,  charges,  and  revenues. 
However,  losses  (cost  -  revenue)  per 
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Table  9. -Changes  in  Hospital  Utilization:  Teaching  Hospitals 


Public  Private  PubUc  Private  Putdlc  Private 


1965 

1967 

1965 

1987 

1985 

1967 

1965 

1987 

1965 

1967 

1965 

198? 

No  0*  hospitals  lesponcSng 

15 

18 

31 

53 

12 

16 

20 

44 

15 

18 

16 

26 

No  of  patients 

2951 

1194 

3772 

151 

469 

91 

919 

506 

1861 

258 

1329 

Average  per  hospital 

116 

164 

39 

71 

13 

29' 

5 

21t 

34 

103 

16 

47* 

No  of  admissions 
Total 

2170 

4238 

2366 

5882 

274 

702 

129 

1599 

760 

2632 

629 

2422 

Average  per  hospital 

145 

235- 

76 

111 

23 

6 

36t 

51 

146 

39 

87 

No  o(  admissioris 
per  patient  per  year 

1.3 

1.4t 

2.0 

1.6t 

18 

1.5 

1.7 

1.5 

2.4 

18 

No  o(  inpatient  days 
Total 

58174 

103730 

45600 

107203 

4661 

9617 

2649 

20723 

12612 

36131 

7536 

32107 

Average  per  hospital 

3878 

5763 

1471 

2023 

388 

601 

132 

471 1 

841 

2007 

471 

1147 

Average  length  of  stay,  d 

267 

24.5 

19.4 

182 

169 

137 

22.0 

13.1 

16.5 

13.7t 

121 

13.2 

Average  No.  of  days 
per  pattern  per  year 

33.4 

35.1 

377 

28  5t 

29.8 

207 

26.4 

22.4 

247 

19.5" 

29.4 

24.4 

•Comparisons  of  1 985  are 
tComparisons  of  1985  an< 

1 1987  mean 
1 1987  mean 

s  via  f  tests  res 
s  via  ( tests  res 

iulted  insigr 
suited  in  sigr 

nficant  difteren 
lificant  difteren 

cesatA><  05 
cesatP<  01. 

TaWe  lO.-Risk-Group  and  Demographic  Changes:  Teaching  Hospitals 


PuUlc  Private  Public  Private  Public  Private 


1985 

1967 

1985 

1987 

1985 

1987 

1985 

1987 

1965 

1987 

1985 

1167 

No  of  patients' 

1741 

3018 

1468 

3133 

128 

379 

94 

666 

463 

2649 

227 

1111 

No.  of  hospitals  responding 

15 

17 

30 

45 

12 

14 

20 

36 

14 

17 

Risk  groups,  % 

t 

t 

t 

Homosexual 

18 

18 

56 

63 

75 

73 

80 

78 

66 

57 

79 

77 

Homosexual  IV  drug  user 

5 

6 

5 

3 

10 

10 

6 

5 

6 

10 

9 

Heterosexual  IV  dnjg  user 

66 

65 

31 

25 

9 

4 

7 

12 

13 

9 

Sex  partner  of  risk-group  member 

2 

4 

0 

3 

2 

2 

6 

2 

2 

Child  of  risk-group  member 

5 

5 

0 

0 

1 

7 

14 

2 

Bkx>d-product  related 

2 

3 

3 

5 

8 

6 

3 

5 

5 

Age,y(%) 

t 

t 

t 

0-2 

7 

3 

2 

1 

0 

1 

2 

8 

3-19 

2 

1 

2 

0 

1 

3 

20-t9 

88 

89 

93 

89 

94 

93 

93 

91 

96 

90 

93 

88 

50 -t- 

4 

6 

3 

9 

3 

6 

6 

8 

2 

3 

8 

Sex 

* 

t 

t 

Male.  % 

80 

75 

84 

87 

97 

93 

95 

94 

89 

83 

95 

92 

Race,  % 

t 

t 

t 

W 

12 

15 

50 

48 

60 

61 

83 

74 

48 

43 

64 

59 

B 

50 

52 

27 

30 

30 

32 

15 

18 

35 

41 

30 

38 

Hispanic 

33 

30 

22 

21 

7 

5 

16 

15 

3 

3 

Other  5312311  41  13  1 


•Due  to  differences  in  item  response  rate,  the  number  of  patients  represented  in  each  category  is  not  identical.  IV  indicates  intravenous. 
^k"  comparisons  of  proportions  from  1985  to  1987  resulted  in  significant  differences  at  x'<  05 
♦x»  comparisons  of  proportiorw  from  198510  1987  lesutled  in  significant  differences  at  x'<  01. 


AIDS  patient,  at  $136  per  patient  per 
day,  were  significantly  greater  than 
other  medical/surgical  losses  at  $26  per 
day(P<.01). 

There  were  no  overall  statistically 
significant  differences  in  cost  per  day  or 
revenue  per  day  by  ownership.  Howev- 
er, average  public  hospital  losses  ($218 
per  day)  were  significantly  higher  than 
average  private  institution  losses  ($92 
per  day)  (P<.0OI).  Cost  per  day  and 


charge  and  revenue  differences  be- 
tween public  and  private  hospitals  with- 
in the  regions  were  found  generally  not 
to  be  significant,  with  several  excep- 
tions as  follows:  cost  per  day  for  public 
hospitals  in  the  Northeast  was  signifi- 
cantly higher  than  private  hospital  cost 
per  day  (P<.05);  in  the  South,  revenues 
per  day  for  public  hospitals  were  signifi- 
cantly lower  ($232)  than  those  of  private 
hospitals  ($687)  (P< .(X)l)  and  losses  per 


day  were  significantly  higher  for  public 
hospitals  ($386  vs  $4  for  private  hospi- 
tals; P<.001). 

Almost  ail  comparisons  of  cost  per 
day,  revenue  per  day,  and  loss  per  day 
of  public  hospitals  in  the  South  with 
public  hospitals  in  other  regions  demon- 
strated significant  differences  (P<.05). 
Other  differences  among  public  hospi- 
tals were  not  found  to  be  statistically 
significant. 
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Private  hospitals  demonstrated  no 
differences  across  regions,  wnth  one  ex- 
ception. Private  institutions  in  the 
Northeast  recorded  significantly  lower 
revenues  per  day  than  pri\-ate  hospitals 
in  the  South  ($510  vs  J687  for  pnvate 
hospitals  in  the  South,  P<.00l},  and 
thev  incurred  greater  losses  per  dav 
($126  vs  $4.  P<.001). 

For  public  hospitals  as  a  group  as 
well  as  for  private  hospitals,  losses  were 


significantly  greater  for  AIDS  patients 
than  for  other  medical/surgical  patients 
tP<.01  for  bothl  Public  hospitals  in  the 
South  lost  more  on  AIDS  patients  than 
on  other  patients  (P<.05)  as  did  private 
hospitals  in  the  Midwest  iP<.05). 

Outpatient  Costs  and  Revenues 

Outpatient  costs  per  visit  averaged 
$237  (charges  =  $287),  while  revenues, 
at  S63  per  visit,  represented  27%  of 
costs  (Table  8).  This  ratio  w-as  much 
lower  than  the  revenue  cost-per-\Tsit 
average  for  other  (non-AIDS^  outpa- 
tient services  (SSatlSO,  or  72'^).  Costs 
per  patient  per  year  for  outpatient  ser- 
vices averaged  $1943  and  revenues 
were  $517. 

Public  hospitals'  average  cost  per  out- 
patient visit  was  significantly  higher 
than  private  hospitals'  average  cost 
(P<.01X  Public  hospitals'  average  reve- 
nue per  visit  represented  14"^  of  costs, 
compared  with  private  hospitals'  reve- 
nues, which  represented  83*  of  costs. 
The  resulting  losses  per  visit  ($264  for 
public  hospital  visits  and  $94  for  private 
hospital  visits)  were  significantly  differ- 
ent (P<.01X 

Total  Service  Costs  and  Revenues 

Fifty- four  percent  (148)  of  hospitals 
responding  to  the  survey  provided  inpa- 
tient cost,  charge,  and  revenue  informa- 
tion, representing  144  47S  inpatient 
days.  Fourteen  percent  (39  hospitals) 
provided  similar  data  for  outpatient 
treatment,  representing  21  933  visits. 
Hospitals  reporting  inpatient  costs, 
charges,  and  revenues  were  not  signifi- 
cantly different  on  the  basis  of  number 
of  beds.  ALOS,  and  days  per  patient  per 
year  when  compared  with  hospitals  that 
responded  to  the  survey  but  did  not  re- 
port financial  information.  While  the 
former  group  of  hospitals  reported  few- 
er inpatient  days  and  fewer  patients 
treated  (P<.05  for  both),  we  found  no 
correlation  between  these  variables  and 
costs  or  revenues.  Thus,  these  results  of 
the  comparisons  of  hospitals  reporting 
and  not  reporting  financial  information 
support  the  application  of  these  cost  es- 
timates to  the  larger  survey  group 
Based  on  these  results,  we  estimate 
that  the  costs  for  inpatient  care  for  the 
27  126  AIDS  patients  alive  during  1987 
were  $486  million;  the  costs  for  outpa- 
tient care  were  $53  million. 

CHANGES  IN  HOSPITAL  CARE  FOR 
AIDS  PATIENTS:  1985  AND  1987 

To  e.xamine  hospital  care  for  AIDS 
patients  over  time,  we  compared  the 
public  and  private  hospitals  belonging 
to  the  National  Association  of  Public 
Hospitals  and  the  Association  of  Ameri- 
can Medical  Colleges'  Council  of  Teach- 


ing Hospitals  that  responded  to  our  1985 
survey  (excluding  Veterans  .Adminis- 
tration hospitals)  and  the  members 
from  these  associations  who  responded 
to  the  1987  survey.  Because  of  the  rela- 
tively small  group  of  hospitals  included, 
some  regional  and  ownership  groups 
are  not  adequately  represented.  Also, 
with  few  exceptions  the  comparison 
group  is  composed  of  teaching  institu- 
tions. Therefore,  the  information  is  pre- 
sented for  each  region  and  ownership 
category,  and  is  not  aggregated  in  re- 
gional or  national  totals.  Our  analysis  of 
the  reported  information  indicated  that 
teaching  hospitals  e.xperienced  changes 
in  patterns  of  utilization  and  financing 
between  1935  and  1987.  Public  hospitals 
in  the  Northeast  reported  the  highest 
average  number  of  AIDS  patients 
treated  in  1987.  41?c  above  their  1985 
caseload  (Table  91  However,  public  and 
private  hospitals  in  the  Midwest  and  the 
South  reported  the  greatest  increases 
between  1985  and  1987:  m  the  Midwest, 
private  hospitals  increased  3209c  and 
public  facilities  increased  123%;  in  the 
South,  private  hospitals  increased  194% 
and  public  hospitals  increased  203%. 

Variation  in  the  ALOS  and  days  per 
patient  per  year  did  occur  by  ov^-nership 
within  regions.  Change  in  ALOS 
ranged  from  a  12%  increase  among  pri- 
v-ate  hospitals  in  the  West  to  a  41%  de- 
crease among  private  institutions  in  the 
Midwest.  Change  in  the  days  per  pa- 
tient per  year  ranged  from  a  5%  in- 
crease in  public  hospitals  in  the  North- 
east to  a  31%  decrease  among  public 
hospitals  in  the  Midwest.  Slight  in- 
creases occurred  for  the  majority  of  hos- 
pital groups  for  risk-group  categories 
other  than  homose.xual  (Table  101  The 
public  institutions  in  the  West  and 
South  experienced  the  greatest  propor- 
tionate decline  in  homosexual  PWAs, 
11%  and  9^^,  respectively.  Public  hospi- 
tals in  the  Northeast  reported  virtually 
no  risk-group  change  during  the  2 
years. 

With  the  exception  of  public  hospitals 
in  the  West,  all  ownership  categories 
experienced  an  increase  m  black  PWAs, 
with  the  pnvate  hospitals  in  the  West 
and  public  and  pnvate  institutions  in  the 
South  reporting  the  largest  increases 
(range,  5%  decrease  in  public  hospitals 
and  9%  increase  in  private  hospitals  in 
the  West  ).  Other  changes  in  racial/eth- 
nic  groups  were  not  as  consistent. 

Analysis  by  ownership  within  and 
across  regions  revealed  substantial 
variation  m  payer-source  changes  (Ta- 
ble 11).  Pnvate  institutions  in  the 
Northeast  i  eported  the  largest  increase 
m  privately  insured  AIDS  admissions 
(16%)  and  the  greatest  decreases  in 
Medicaid  and  seLf-pay/other  (6%  and 
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Tabte  1 1  .-Changes  in  Payer  Source:  Teactwg  Hospitals 


198S         1967         1««5         1967  IMS         19»7         1985  1967         1968         19»7         1985  1M7 


Ne.ottWssions  2903         3846  9S9  4496  103  525  95  1434  482  2S87  201  1383 

No.  ot  hospitals  responding  13  17  28  44  11  12  19  40  14  18  15  ^ 

Payer  source.  %  t  t  t  ■__  t  

Medicaid  69  72  44  38  50  46  27  31  17  18  14  16^ 


Prtvle  insurance  6  10  30  46  32  24  47  50  8  12  62  58^ 


■SeltpayVother-  _ie  13  22  10  12  21  9  16  71  66  22  24^ 

Medfcaie  1  2  4  2  5  4  2  3  2  2  1  3^ 


Prisoner  640  41  5  14  03  21  0 


V  comparisons  ol  proportians  Imm  1965  and  1967  lesullad  in  significant  dHfersnces  at  jf<.OS. 
tx*  oon^artsons  ol  proportions  from  1985  and  1 987  resullad  in  significant  differences  at  )(><  .01. 


Table  12.-Changes  in  Costs  end  Revenues:  Teactiing  Hospitals 


Norttieest  IMdwest  Soutti 


Pubic  Pilwala  Public  Private  PubHc  Private 


1965 

1987 

1985 

1987 

1965 

1967 

1965 

1967 

1965 

1987 

1986 

1987 

No.  of  hospitals  responding 

12 

30 

6 

8 

9 

25 

7 

12 

9 

17 

AIDS  inpatient  care.  S 
Co«perday 

612 

705 

636 

692 

574 

774 

707 

742 

616 

604 

667 

714 

Cost  per  admission 

16340 

17273 

12377 

12594 

9701 

10604 

15554 

9720 

10164 

8275 

8071 

9425 

Cost  per  patient  per  year 

20441 

24746 

24063 

19722 

17105 

16022 

18665 

16621 

15215 

11778 

19610 

17422 

RaMnue  per  day 

600 

651 

539 

502 

256 

538 

801 

669 

216 

525 

726 

Revenue  per  admission 

16020 

15950 

10457 

9136 

4326 

7371 

17622 

8764 

3350 

2956 

6353 

9563 

Rewnue  per  patient  per  yei 

IT  20040 

22850 

20320 

14307 

7629 

11137 

21146 

14966 

5014 

4212 

15435 

17714 

(Loes)-galn  per  day 

(12) 

(54) 

(99) 

(190) 

(318) 

(236) 

94 

(73) 

(413) 

(388) 

(142) 

12 

(LoasHjain  per  admission 

(320) 

(1323) 

(1921) 

(3458) 

(5374) 

(3233) 

2068 

(956) 

(6815) 

(5316) 

(1718) 

158 

(Loes)-gain  per  patient  per ) 

rear  (401) 

(1895) 

(5415) 

(9476) 

(4885) 

2482 

(1635) 

(10201) 

(7566) 

(4175) 

293 

Other  medicaVsurgical  patient 
Coat  per  day 

s.$ 

565 

748 

517 

652* 

602 

752* 

578 

666 

513 

795 

653 

671 

ReMnues  per  day 

600 

429 

555 

631 

518 

622 

509 

727t 

423 

695 

577 

733 

(Loss)-gainperday 

35 

(319) 

36 

(21) 

(84) 

(130) 

(69) 

59 

(90) 

(100) 

(76) 

62 

*Comparisons  of  1985  artd 
tComijarisons  of  1985  and 
Note:  The  very  small  numtx 

1987  per  day  met 
1 967  per  day  mei 
ir  of  cases  in  sorr 

insviattes 
irtsviattes 
la  eels  mall 

ts  resulted 
tsresuRaC 

1  in  significant 
1  in  significani 
ancelestingi 

difference) 
jifficult.  Dit 

salP<.05. 
5atP<.01. 
feiencesmay 

exist  in  other  cells  that  cannot  be  n 

with  small  nu 

imbers  of 

12%,  respectively).  Public  hospitals  in 
the  Northeast  experienced  much  less 
variation  by  payer  source,  although 
they  did  report  slight  increases  in  Med- 
icaid admissions  (3%)  and  privately 
insured  admissions  (4%)  and  a  small 
decrease  (5%)  in  self-pay/other  admis- 
sions. Public  and  private  institutions  in 
the  Midwest  reported  some  of  the  larg- 
est increases  in  self-pay/other  admis- 
sions (9%  and  7%,  respectively).  Public 
hospitals  in  the  South  reported  a  slight 
decrease  (5%)  in  self-pay/other,  while 
private  facilities  in  the  South  reported  a 
slight  decrease  in  privately  insured  ad- 
missions. Western  public  hospitals 
showed  little  change  by  payer  source, 
maintaining  a  high  concentration  of 
Medicaid  and  self-pay/other  admis- 
sions. However,  private  institutions  in 
the  West  reported  the  greatest  de- 
crease (29%)  in  privately  insured  admis- 
sions and  the  largest  increase  (10%)  in 
self-pay/other  admissions.  Medicare 


PWA  beneficiaries  represented  one  of 
the  lowest  proportions,  but  demon- 
strated modest  increases  in  certain  ar- 
eas (eg,  the  West). 

Ovu- 1985  to  1987  comparative  analy- 
sis of  financial  characteristics  for  teach- 
ing hospitals  included  only  those  institu- 
tions providing  both  costs  and  revenues 
in  both  years  ^able  12).  The  very  small 
number  of  respondents  in  some  catego- 
ries (especially  the  private  hospitals  in 
the  West  and  public  hospitals  in  the 
Northeast)  require  that  caution  be  used 
in  interpreting  the  figures.  They  are 
presented  to  give  some  insight  into 
what  is  happening  for  a  small  set  of  hos- 
pitals, but  should  not  be  considered  rep- 
resentative of  all  hospitals  in  those 
regions. 

Financial  support  and  costs  also  var- 
ied by  ownership  within  and  across  re- 
gions. The  smallest  changes  in  cost  per 
day  and  per  inpatient  per  year  occurred 
among  public  hospitals  in  the  South, 


where  costs  actually  decreased  slightly 
(-2%  in  cost  per  day  and  -23%incost 
per  inpatient  per  year). 

Changes  in  losses  per  day  and  per 
inpatient  per  year  were  mixed.  The 
highest  percentage  increases  in  losses 
for  these  two  measures  occurred  among 
the  private  institutions  in  the  West  and 
public  institutions  in  the  Northeast 
(434%  and  350%,  respectively,  for 
losses  per  day;  423%  and  373%,  respec- 
tively, for  losses  per  inpatient  per  year). 
The  greatest  decrease  in  losses  oc- 
curred among  private  institutions  in  the 
South  (108%  decline  in  losses  per  day 
and  a  107%  decrease  in  losses  per  inpa- 
tient per  year).  Public  hospitals  in  the 
Midwest  and  South  also  reported  de- 
creases in  losses. 

COMMENT 

Our  results  reveal  a  major  concentra- 
tion of  PWAs  in  a  relatively  few  institu- 
tions. These  hospitals  tend  to  be  larger 
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16 

10 

S50 

833 
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6149 
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500 
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8122 

6830 
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123S0 

14279 
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11072 

(ISO) 

(178) 

64 

(214) 

(2oes) 
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(3706) 

peao) 

1094 

(3S31) 

710 

804 

771 

834 

617 

668 

869 

928 

(93' 

('36) 

96 

94 

than  the  average  conununity-based  hos- 
pital. Still,  with  fewer  than  5%  of  hospi- 
tals involved  in  treating  more  than  50% 
of  the  identified  AIDS  cases,  and  with  a 
large  concentration  of  patients  in  a  sub- 
set of  these  hospitals,  any  changes  in 
financing  or  treatment  patterns  are 
likely  to  affect  these  hospitals  most  sig- 
nificantly. Of  particular  concern  is  that, 
if  oirrent  trends  prevail,  the  generally 
inner-city  hospitals  where  AIDS  pa- 
tients are  concentrated  may  find  their 
ability  to  provide  health  services  in  gen- 
eral severely  compromised.  Moreover, 
it  may  become  more  di£Bc\ilt  to  draw 
broader  pobtical  and  community  sup- 
port for  increased  resources  from  areas 
and  providers  not  influenced  by  the 
epidemic. 

All  hospital  groups  reporting  here 
have  experienced  increases  in  their 
AIDS  caseloads.  However,  the  charac- 
teristics of  the  patient  population  treat- 
ed in  these  institutions  apf)ears  to  be 
changing.  For  many  hospitals,  minor- 


ities represent  the  majority  of  AIDS 
patients  treated.  Also,  with  the  excep- 
tion of  the  Northeast,  our  findings  con- 
firm the  CDC's  1985  to  1987  report  of  a 
pattern  of  emerging  risk-group  diversi- 
ty across  regions  (J.  Buehler,  CDC,  per- 
sonal communication,  January  26, 
1989).  Southern  hospitals,  especially 
public  institutions,  appear  to  be  devel- 
oping patient  profiles  that  more  closely 
resemble  the  Northeast  (ie.  higher  pro- 
portions of  intravenous  drug  users  and 
children  of  risk-group  members  who 
tend  to  be  low  income  and/or  unin- 
sured). If  these  patterns  truly  presage 
the  future  HIV-infected  populations, 
efforts  directed  at  prevention,  diagno- 
sis, and  treatment  must  be  diversified 
to  cope  with  the  broad  spectrum  of 
needs  distinctive  for  each  subgroup.  Ac- 
quired immunodeficiency  sjTidrome 
may  become  increasingly  a  disease  of 
the  poor  and  the  traditionally  medically 
disenfranchised. 

Conclusions  from  the  1985  to  1987 
teaching  hospital  comparison  analysis, 
while  tentative,  identified  increases  in 
the  numbers  of  AIDS  cases  irrespective 
of  location.  The  substantial  proportion- 
ate increases  among  institutions  in  the 
Midwest  and  South  confirmed  the  CDC 
determination  that  the  epidemic  is 
spreading  throughout  the  country.  We 
believe  hospitals  in  the  Northeast  and 
West,  which  in  the  aggregate  already 
treat  the  highest  numbers  of  AIDS  pa- 
tients per  institution,  have  not  seen  sim- 
ilar proportionate  increases  in  large 
part  because  many  of  these  providers 
are  already  inundated.  For  example, 
many  public  hospitals  in  the  Northeast, 
whidi  as  a  group  averaged  164  AIDS 
patients  per  facility  and  experienced 
the  highest  number  of  days  per  patient 
per  year,  are  already  exceeding  their 
ability  to  provide  care. 

The  decline  in  ALOS  and  in  days  per 
patient  per  year  from  1985  to  1987  that 
occurred  for  teachijig  hospitals  in  al- 
most all  regions  may  reflect  therapeutic 
advances  that  allow  outpatient  treat- 
ment, some  success  in  reducing  inap- 
propriate stays,  and  some  progress  in 
using  alternative  settings.  Still,  hospi- 
tal days  per  year  did  increase  in  the 
public  teaching  institutions  in  the 
Northeast.  That  increase  may  be  relat- 
ed to  patient-population  sociodemogra- 
phic  factors,  severity  of  illness,  and  dif- 
ficulty in  placing  their  persons  with 
AIDS  in  alternate-care  settings."^  If 
providers  in  other  regions  eventually 
face  similar  circumstances  as  the  epi- 
demic progresses,  they  can  expect  to 
encounter  more  difficulty  in  reducing 
their  dependency  on  inpatient  care. 

Chir  estimated  annual  inpatient  costs 
for  AIDS,  $486  million,  are  lower  than 


most  national  estimates.  This  amount  is 
based  on  costs  rather  than  charges  and 
does  not  include  physician  fees.  Our  es- 
timates assume  that  patients  received 
all  of  their  care  during  the  study  year  at 
the  same  hospital.  We  are  understating 
the  number  of  patient  days  and,  thus, 
the  costs,  if  a  number  of  patients  re- 
ceived  inpatient  care  at  more  than  one 
hospital.  Patient  information  in  our  sur- 
vey may  include  a  small  number  of  du- 
plicates, where  a  patient  received  care 
at  more  than  one  hospital,  and  both  hos- 
pitals responded  to  the  survey.  This 
type  of  duplication  should  account  for  a 
very  small  number  of  cases,  because  our 
survey  includes  a  small  proportion  of  all 
US  hospitals. 

We  believe  that  regional  variations 
may  be  a  more  important  factor  in  ex- 
plaining some  of  the  difTerences  in  cost 
estimates.  The  great  variation  in  cost 
figures  from  one  region  to  the  next  illus- 
trates the  importance  of  using  a  national 
database  in  calculating  national  cost  es- 
timates. For  example,  according  to  our 
study,  national  estimates  of  annual 
AIDS  inpatient  costs  could  var\'  from 
$713  million,  if  based  on  hospitals  in  the 
Northeast,  to  $391  million,  if  averages 
of  hospitals  in  the  South  are  used.  (An 
alternative  estimate  of  the  national  cost 
of  AIDS  inpatient  care  was  calculated 
using  each  region's  average  cost  per  pa- 
tient per  year  multiplied  by  an  estimate 
of  the  number  of  patients  alive  during 
the  year  in  that  region  and  resulted  in  an 
estimate  of  $473  343  000.  This  estimate 
attempts  to  ensure  the  most  appropri- 
ate regional  representation  in  the  na- 
tional estimates.)  Charges  also  vary 
substantially  as  do  cost-to-charge  ratios 
by  region  (range,  from  70%  in  the  West 
to  83%  in  the  Northeast  among  report- 
ing hospitals).  Moreover,  we  have  (docu- 
mented that  hospitals  in  the  South  and 
Midwest  are  beginning  to  treat  signifi- 
cantly more  AIDS  patients  than  before. 
Hospitals  in  these  regions  also  reported 
some  of  the  lowest  costs  per  patient  per 
year. 

All  categories  of  hospitals,  without 
exception,  did  not  meet  their  costs  of 
treating  AIDS  patients.  However,  the 
eztejit  of  those  losses  did  vary  across 
hospitals,  apparently  affected  by  Med- 
icaid as  a  payer  and  by  the  proportion  of 
care  provided  to  low-income  patients. 
Where  Medicaid  inpatient  coverage 
tended  to  be  more  expansive,  such  as  in 
the  Northeast  and  West,  private  insti- 
tutions, in  general,  treated  a  greater 
number  of  low-income  PWAs  and  a  low- 
er proportion  of  privately  insured  than 
their  counterparts  in  other  regions.  For 
private  institutions  in  the  Northeast, 
this  situation  contributed  to  a  loss  of 
more  than  $200  000  per  facility  for  1987, 
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contrasted  with  private  institutions  in 
the  South,  which  lost  $3100  per  facility. 
Although  the  small  response  group  lim- 
its our  2-year  comparison,  it  suggests 
that  private  institutions  in  the  West 
may  also  have  increased  their  low-in- 
come PWA  caseload  proportion  sub- 
stantially and  may  have  sustained  high- 
er losses  between  1985  and  1987.  Such 
findings  reflect  a  willingness  on  the  part 
of  private  hospitals  to  accept  more  low- 
income  AIDS  patients  if  they  are  able  to 
receive  some  compensation  through 
Medicaid. 

Public  hospitals  treated  the  largest 
proportions  of  low-income  AIDS  pa- 
tients across  all  regions.  They  also  lost 
more  per  patient  per  year  than  the  pri- 
vate hospitals  in  their  regions  with  the 
exception  of  the  West,  where  private 
hospitals  reported  the  highest  cost  per 
day.  In  the  Northeast,  where  the  low- 
income  PWA  numbers  were  the  largest 
and  the  number  of  inpatient  days  the 
greatest,  the  average  public  hospital 
lost  more  than  $600000  in  1987.  Our 
1985  to  1987  comparison  confirmed 
some  of  the  largest  increases  in  losses 
for  this  region's  public  teaching  institu- 
tions. In  this  case,  the  sheer  volume  of 
care  rendered  by  these  institutions  cre- 
ated major  financial  losses  despite  rela- 
tively higher  inpatient  Medicaid  cover- 
age of  PWAs  per  day.  In  the  South, 
where  state  Medicaid  programs  have 
tended  to  be  the  most  restrictive,  AIDS 
treatment  continues  to  be  a  financial 
disaster  for  public  hospitals.  Although 
we  found  some  indication  that  marginal 
progress  was  made  in  reducing  public 
teaching  institution  losses  between 
1985  and  1987,  overall,  public  hospitals 
in  the  South  also  lost  more  than  $600  000 
per  facility  during  1987. 

Two  policy  implications  emerge  from 
these  conclusions.  First,  without  an  eq- 
uitable distribution  of  the  burden  of  care 
for  low-income  PWAs,  hospitals  with  a 
disproportionate  share  of  these  patients 
face  an  economic  crisis.  And  second, 
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Medicaid  standards  of  coverage  must  be 
applied  with  more  equanimity  through- 
out the  country.  The  grim  situation  we 
describe  in  the  South  and  Northeast 
represents  what  could  happen  en  a 
broader  scale  if  Medicaid  support  does 
not  keep  pace  or  if  private  insurers  or 
the  private  sector  reduce  their  support. 
Moreover,  the  alarming  losses  due  to 
financial  shortfalls  and  the  growing 
volume  of  care  reinforce  the  need  for 
adequate  reimbursement  and  for  more 
effective  alternatives  to  inpatient  treat- 
ment if  we  are  to  avoid  desperate  mea- 
sures such  as  rationing  care. 

Our  results  relating  to  outpatient  fi- 
nancing must  be  considered  with  cau- 
tion since  a  limited  number  of  hospitals 
provided  complete  information  for  this 
analysis.  For  example,  we  believe  our 
determination  of  average  cost  per  visit, 
$237,  underestimates  true  outpatient 
costs  since  that  amount  is  substantially 
lower  than  per  visit  costs  for  therapy 
with  zidovudine  alone.  Our  study  does 
suggest  that  AIDS  hospital-based  out- 
patient care  is  much  more  dependent  on 
public-sector  support  than  inpatient 
care,  with  private  hospitals  relying  on 
Medicaid  and  public  hospitals  treating  a 
much  larger  proportion  of  charity-care 
patients  (ie,  self-pay  and  otherX  The 
low  proportion  of  privately  insured 
PWAs  suggests  that  with  more  freedom 
to  choose  providers  these  individuals 
may  be  using  private  physicians  and 
clinics  for  their  outpatient  care. 

We  may  find  that  private  hospitals 
will  monitor  Medicaid  reimbursement 
levels  and  utilization  for  PWAs  and  will 
be  very  reluctant  to  expand  outpatient 
care  if  public  payers  decrease  coverage. 
Public  hospitals,  which  lost  86  cents  on 
every  $1  of  outpatient  costs,  compared 
with  30  cents  per  $1  of  costs  for  inpa- 
tient care,  cannot  tolerate  such  low  out- 
patient reimbursement  rates  for  long 
without  adverse  affects  in  othei^  pa- 
tient-care sectors.  With  little  financial 
incentive,  especially  among  public  hos- 
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pitals,  to  encourage  outpatient  hospital 
care  for  PWAs,  promising  early  efforts 
to  reorient  care  to  settings  other  than 
the  inpatient  unit  are  likely  to  remain 
unfulfilled. 

Many  questions  cannot  be  addressed 
by  our  study.  We  are  limited  by  our 
focus  on  the  hospital  as  the  unit  of  analy- 
sis rather  than  the  patient,  and  by  the 
lack  of  data  on  the  vast  numbers  of  other 
HIV-infected  individuals  not  yet  afflict- 
ed with  AIDS,  but  who  have  challeng- 
ing health  care  needs.  However,  our 
investigations  and  other  attempts  to  de- 
scribe the  broader  scope  of  hospital  care 
can  complement  important  patient,  in- 
stitution, or  locally  based  research  at 
other  levels.  Collaboratively,  these 
"macro"  and  "micro"  level  studies  can 
shed  light  on  a  number  of  critical  ques- 
tions, including  the  financial  costs  and 
revenues  related  to  payment  source; 
costs  of  treating  PWAs  from  different 
risk  groups;  the  effect  of  changes  in  pat- 
terns of  care  (eg,  case  management  and 
dedicated  AIDS  units)  on  cost  reduc- 
tions; monitoring  the  changing  costs  of 
all  health  care  for  a  patient  with  AIDS; 
and  assessing  hospital  and  health  care 
costs  for  all  HIV-infected  individuals. 
As  we  enter  the  1990s,  these  coopera- 
tive efforts  will  be  essential  if  we  are  to 
make  informed  and  humane  decisions 
for  care  of  persons  with  AIDS. 
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PAYER  SOURCE  FOR  PUBLIC  HOSPITALS 

1987 


f/1IDV/EST  SOUTH 


Source:    Andrulis  D,  et  al.  "The  1987  U.S.  Hospital  AIDS  Survey"  JAMA,  . 
Vol  262,  August  11,  1989  p  784-794. 
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PAYER  SOURCE  FOR  PRIVATE  HOSPITALS 

1987 


MEDICAID  41%   MEDICAID  40* 


PRIVATE  40«  PRIVATE  46» 

WEST  NORTHEAST 


PRIVATE  60%  PRIVATE  67% 

MIDWEST  SOUTH 


Source:    Andrulis  D,  et  al.  "The  1987  U.S.  Hospital  AIDS  Survey"  JAMA, 
Vol  262,  August  11,  1989  p  784-794. 
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American  College  of  Emeiigen<7  Physicians 


1989  CHAPTER  SURVEY  ON 
HOSPITAL  AND  EMERGENCY  DEPARTMIiNT 
OVERCROWDING 


States  reportmg  overaowding  problems:  41 


States  reporting  no  overaowding  problems:  9 

Idaho  New  Hampshire  O  'egtm 

Minnesota  New  Mexico  U:ah 

Nebraska  North  Dakota  Wyoming 

Contributing  factors: 

1.  Shortage  of  health  professionals  (primarily  nurses) 

2.  Increased  use  of  emergency  departments  for  hospital  admissions 

3.  High  inpatient  average  daily  census 

4.  More  poor/uninsured  patients 

5.  Hospital  bed  reductions 

6.  Emergency  department  standby/diversion  status 

7.  Shortage  of  nursing  home  beds/home  care 

8.  Hospital  closures 

9.  Emergency  department  closures 

10.  AIDS  patients 

11,  High  average  length  of  hospital  stay 
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From  the  New  York  Times,  December  19, 1988 


Emergency  Rooms  Overwhelmed 
As  New  York  ^s  Poor  Get  Sicker 


By  HOWARD  W.  FRENCH 


0^ferwKclfned  by  patients  suffering 
from  AIDS,  drug  abuse  and  a  poverty- 
related  deterioration  in  health.  New 
York  City's  emergency  rooms  arc  in- 
creasingly unable  to  provide  acute 
care  and  are  coming  to  resemble  Ill- 
staffed  Inpatient  wards,  health  care  ex- 
perts say. 

With  most  hospitals  short  of  inpa- 
tient beds,  and  with  few  alternatives  to 
hospitalization  to  free  them  up,  experts 
say,  emergency  rooms  in  public  and 
private  hospitals  have  been  trans- 
formed into  wards,  where  beds  are 
moved  in  to  accommodate  the  sick, 
aged,  and  homeless,  often  at  the  ex- 
pense of  accident,  stroke  and  heart  at- 
tack victims  and  others  needing  Im- 
mediate care. 

Dr.  Lewis  Goldfrank.  director  of 
emergency  medicine  at  Bellevue  Hos- 
pital Center,  sakt  during  •  recent  con- 
ference on  the  problem  that  patients 


"are  crowding  Into  our  corridors,  our 
waiting  rooms  and  our  treatment  areas 
such  that  normal  care  for  those  with 
minor  problems  is  greatly  delayed.  Pa- 
tients with  heart  attacks  and  strokes 
wait  often  12  to  36  hours  to  get  into  In- 
tensive care  units. 

"Over  the  last  six  months  most  of 
our  hospitals  have  faced  changing  cen- 
sus patterns  that  make  bed  accessibil- 
ity for  the  next  patient  Impossible." 

Dr.  Robert  P.  Wyman,  acting  medi- 
cal director  of  emergency  services  at 
Montefiore  Medical  Center  In  the 
Bronx,  said:  "What  we  are  seeing  now, 
a  year  and  a  half  ago  we  would  have 
said:  'We  could  never  cope  with  that.' " 

Last  month.  Dr.  Wyman  said,  a  92 
percent  occupancy  rate  at  Montefiore 
—  unheard  of  in  most  hospitals  else- 
where In  the  country  —  and  an  unre- 
lenting crush  of  emergeney  pailenit 
forced  his  staff  to  hold  a  total  of  700  pa- 
tients In  the  emergency  room  for  at 
least  one  night  apiece.  Only  two  years 
ago.  he  said,  his  emergency  room 
would  normally  have  had  from  1  to  10 
"overnighters"  a  month.  While  it  has 
been  customary  for  those  with  minor 
Injuries  to  wall  long  hours  for  care. 
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As  Poor  Get  Sicker,  Emergency  Rooms  Are  Swamped 


L  aMinoc^  From  Pogt  A I 


The  ci»»d>nt  I*  placing  l>r  more 
drain  on  heipAal  tuffs  and  resHcna- 
tions  imonc  cartes  ire  acceienlinc  il 
a  (tone  witen  ihe  need  (or  them  ts 
grealer  and  there  ts  «  nallonihde 
shenace  of  (hem. 

Emergency  rooms  In  Los  Anseles. 
Miami.  Fon  Worth  and  other  cHtes 
wt»  many  ntegal  Immlgrams  or  Indi- 
genu  Itving  under  dHftoiH  clrmra- 
nances  wiihow  regular  medical  care, 
ire  under  ilmilar  pressures.  Patterns 
are  o<ien  bactied  up  lor  hours  or  days 
ivantngcare 

City  Is  C«tti«t  Stcker 

In  New  Yort.  experts  say.  Ihe  rtxM  of 
the  problem  Is  thai  the  ctly  i  pattern 
populatton  Is  becoming  sicker  and  sick- 
er, i  consequence  of  •  ripidty  growtng 
poor  population  and  the  twm  epidemlcj 
of  AIDS  and  crack  The  percentage  of 
New  York  City  residents  Itvtng  betow 
die  Federal  poverty  level  has  grown 
from  15  perceru  In  WTi  to  14  percem  In 
IH4.  according  to  UnMed  States  Census 
Bureaodata. 

The  average  hosptui  stay  In  the  cHy 
Increased  to  IJ  days  this  year  from  12 
days  m  IW7.  continuing  an  upward 
trend  of  the  last  few  years 

With  a  Urger  chrootcalty  in  po( 
lion  siaymg  longer  In  hospiials.  I 
tlem  beds  tor  admissions  needed  lo  re- 
lieve pressure  on  emergency 
ttave grown  scarcer  and  scarcer 

The  siiuaikjn  Is  aggraviied  by  t  lack 
of  aKemailves  lo  hospttiMzaiion.  Hke 
primary  care  and  nursing  homes 
-  At  Booth  Memortal  Hospital  In 
Flushing.  Queens.  Dr  Mary  Jo  Mot 
ganslem.  an  emergency  room  attend 
mg  physician,  said  'It  Is  no<  ufKommon 
lor  us  to  have  lour  or  live  patients  sK 
img  m  wheelchairs"  becatise  beds  are 
not  avalUbte 

•$lMa7.7Vi,7H' 

••We  have  12  slots."  she  said,  polniing 
10  the  curtained  treatment  bays  of  the 
haspMal'l  modest  emergency  room 
"Thejr  are  supposed  lo  be  Individual 
but  because  of  the  need  we  have 
started  breaking  them  down  Into  Slots 
7,  7U.  and  7^."  she  said,  gesturing  to- 
ward douttled -up  patlenu 

In  the  hartways  outside,  others  whose 
needs  placed  fewer  demands  on  the 
overstrained  emergency  room  lay  on 
stretchers,  some  m  pain,  others  merefy 
afraid,  as  they  awaited  a  tarn  In  a  regu- 
lar bed 


HospMal  idmlntstrators  and  emer- 
gency room  doctors  point  lo  this  kind  of 
overflow  is  the  most  obvious  ind  per- 
haps the  most  painful  symptom  of  the 
cHy  s  larger  hosptial  crisis. 

"As  our  abUlty  lo  transfer  patients  to 
kipatlesM  wards  or  lo  other  hospitals 
has  declined,  the  lergih  of  stay  In  ihe 
emergency  room  has  gone  up,  '  said 
Dr.  Mart  C  Henry,  director  of  emer- 
gency medicine  at  Booth  Memorial. 

"Some  people  come  In  wlih  abd- 
momlnal  pain  and  fever  and  waH  imtJI 
they  decide  ihey  can  t  wait  any  long- 
er," I>r.  Henry  said.  "These  are  pa- 
tients we  would  have  liked  lo  see." 
Crowdhig  Risks  Inlectio* 

In  addition  to  the  problem  of  patients 
with  potentially  serious  problems 
ibandoning  their  tjuest  for  care  In  ihe 
face  of  kjng  waits,  doctors  at  many  hos- 
piuls  point  to  the  risks  of  Infection 
posed  by  crowding  ihe  sic*  together 

■We  tre  looking  t(  ways  to  reduce 
length  of  suys,  •  said  Dr  Caret  M.  Cor- 
don, depuly  medical  director  at  Monte- 
flore.  ■•but  we  are  getting  mtx*  sicker 
patlenu  —  people  who  present  with 


Inpatient  beds 
are  becoming 
scarcer. 


multiple  systems  falkjres,"  who 
said,  were  hard  lo  treat  and  drained 
hosplul  resources 

To  cope  with  the  crisis,  Monteflore, 
like  nearly  every  other  hospital  that 
serves  ts  a  tl  I  or  irauma  center,  Is  en- 
gaged in  a  Iretuled  recruitment  search 
to  beef  up  a  staff  steadily  eroded  by  the 
attrition  caused  by  emergency  rtjom 


■•Few  areas  of  the  hospital  have 
perlenced  Ihe  kind  of  resignations  we 
Kave.  ^  said  Susan  H  McQueen,  admin- 
Istratlve  nurse  supervisor  of  the  emer 
gency  room  'Wlih  our  tbsohjtely  over 
whelming  number  of  patients,  nursei 
have  tv»  begun  to  bum  out.  and  our 
staffing  needs  have  skyrocketed." 

To  cope  with  the  growing  workload, 
Ihe  number  of  nurses  assigned  to  the 
emergency  room  has  been  Increased  lo 
between  JO  and  50  from  It  only  two 
yaari  ago.  The  change  has  conoe  de- 
spite an  extremely  short  supply  ol 
siillled  nurses  throughout  the  city  and 
(tale 

Many  hospitals,  unable  lo  recruit 
enough  nurses,  have  responded  by  pay- 


ing nurses  from  other  operations  hiera- 
live  overtime  and  per-dlem  wage* 
Health  care  professlooaU  aay  this  has 
led  to  a  new  set  of  problema. 

"These  nurses  are  not  familiar  wHh 
the  policies  and  procedures  ot  the  hos- 
pltil,  and  the  sutf  nurse*  comi 
thai  often  ihey  ire  more  of  a  hindrance 
than  1  help,  "  said  Dr.  Hfnry  of  Booth 
MemoriaL  "You  warn  experienced  peo- 
ple there,  not  people  learning  on  the 
)ob,  when  you  are  trying  lo  treat  the 
sickest  patlems.'^ 

Many  of  the  city's  1 1  scute  care 
niclpal  hospHals,  whK*  often  treat 
New  York's  poorest  patients,  have  long 
suffered  the  emergency  room  a 
tlons  that  are  prt>llferatln8  bi  (he  rival 
private  sector 

Lacking  the  resources  of  the  vohm- 
ury  hospitals  and  generally  perceived 
by  professionals  Tike  nurses.  X-ray 
technicians,  and  pharmaclsls  as  less 
deilrable  places  to  work,  many  of  Ihe 
city's  municipal  hospital  emergency 
rooms  have  been  unable  to  keep  up  In 
the  competHlon  to  recruit  and  reuln 
sklOed  suff. 

HoMag  Line  at  King's  County 

At  (he  mammoth  l,284-*ed  King 
Counlv  Hospital  In  Brooklyn,  which  has 
one  of  the  country's  busiest  and  moat 
amiqtiated  emergency  moms,  the  num- 
ber of  nurses  on  duty  has  remained 
fairly  constant  throughout  the  crisis. 

Instead  of  adding  nurses  as  some 
other  hospitals  have  been  able  lo  do, 
the  emergerxry  nursing  director  at 
King's  County,  Jean  Morello,  has  had 
to  rely  on  per-dlcm  nurse*  merely  to 
hold  the  line  against  staff  allritlon. 

"Our  biggest  problem  is  getting 
enough  support  staff  —  clerical  people 
and  nurses'  aides  —  to  fill  all  the  slots, ' 
Ms.  Morello  said.  On  lop  of  prtividlng 
emergency  care,  the  said,  "our  regis 
lered  nurses  have  to  fill  out  forms,  an 
swer  phones,  page  doctors  and  get  In- 
volved In  supply  problems." 

King's  County's  nurses  and  doctors 
are  stretched  even  further  by  the  uno 
(hodox  layout  of  (he  hospllat's  erne 
gervcy  facllKies,  which  are  spread 
along  a  long  corridor  In  small  rooms 
and  partltkxted  warrens,  rather  thai 
ringed  in  the  open-space  design  more 


lows  doctors 
many  patients  from  a  centraJ  com- 
mand post. 

"A  normal  ambulatory  cjre  center 
has  about  four  patient  visKs  per  M^re 
foot,  "  uid  Dr.  Benjamin  Om,  acting  ill 
rector  of  adull  emergency  services 
said  of  King's  County  HospltaL  "Here 
we  have  25  visits  per  souare  foe  "• 
MM  to  we  emergency  visit*  a  day 

"Yesterday  there  were  26  people  In 


that  raem  and  IS  In  the  other  one  over 
there,"  said  Dr.  Chu,  pointing  to  sepa- 
rate female  and  male  rooms  —  an  odd- 1 
Ity  In  emergency  room  care  —  where 
urgent  btM  not  aetjte  care  Is  adminis- 
tered, primarily  to  watk-ln  patient*. 
^Those  room*  were  meant  for  aeven 
patient*  each." 

In  the  crowded  "male  room  '  a  young 
tuberculosis  patient  gal  on  a  chair  next 
to  a  diabetic  man  being  treated  tor  In- 
sulin shock. 

Because  ol  space.  Dr.  Chu  said,  'We 
are  forced  lo  put  the  most  Inynuno- 


Vulnerable 
patients  sit  with 
infectious  ones. 


the  female  room  next  door, 
woman  who  auempted  suicide,  a  per- 
son with  AIDS  complaining  of  ' 


domlnal  malady  sat  huddled  close  to- 
gether In  a  comer.  Ail  the  bed*  m  (he 
tulle  were  lull.  Doctors  tripped  ovet 
each  other  tn  the  small  space,  and  aa 
E.M.S.  team  blocked  the  doorway,  un- 
able, (or  teck  o(  a  bed,  to  leave  an  eld- 
erly woman  srho  had  suffered  a  fall. 

King's  County  Hospital,  like  other 
hosplul*  that  primarily  serve  Indigent 
neighborhoods,  has  been  hard  hit  an 
Increase  In  patlenu  who  arrive  In  very 
poor  health. 

Fresh  (rom  attending  to  a  badly  in- 
jured car  acddem  victim,  Dr.  Nabil 
Alweh,  a  trauma  tpedalUl,  said,  "typi- 
cally, an  ambulance  will  bring  In  a 
homelet*  person  with  lacerations  — 
and  we  look  at  him  and  discover  he  also 
has  pneumonia  and  frostbite." 

Emergency  room  doctors  end  nurses 
say  the  pressures  of  overcrowding  and 
tuff  bumoiM  ar«  taking  their  toO  on 
the  qua Uty  of  care  they  deUver. 

Dr.  Alweh,  who  has  spent  time 
prt)vldlng  emergency  care  In  Belntt, 
laid:  "Our  resource*  are  lo  few  thai 
we  had  to  devise  a  lystem  to  can  dn 
personnel  friMH  thniughtMt  the  hospHal 
to  handle  owmbjems. 

"You  go  overteard  to  tare  a  patient 
from  Irauma  and  there  Is  no  bed  up- 
stairs lo  piN  him  In  afterwards,"  he 
lakL  "There  Is  lometWi^  ttckertng 
sboift  Kdnc  condHtans  lo  bttd  In  the 
I  cHy  El  the  world" 


N.Y.  Times;  2-15-e9' 

AIDS  Study: 
A  Warning 
Of  Epidemic 
In  the  Bronx 


From  the  New  York  Times,  February  15, 1989 


'This  virus  is 

concentrating 

geographically.' 


ciws  II  Lincoln.  TTi«i  surrey,  which  Is     Dr.  jtnm  A.  EniM.  who  nipaTiaed  an  AIDS  ttody  at  Braax^L^HDM^  Anybody  wHo 

jwtiem.  "If  •  Tery  tianning,''  he  aid  of  the  results,  which     UVeS  YlCT^  IS  Ul  a 
a  23  i>i v^.l  rate  ol  infectioa  amonc  enerKencyroem  „ll^u  ■^■^1  high-Hsk  gTOUp.' 


m  AIDS  cuej 
The  only  previous  AIDS 
gency-rtnm  psuents  was  conducted  in  19S7 
by  (he  Johns  Hopkins  Hospiul  in  Baltimore, 
acconllni  lo  ihc  Federal  Centers  (or  Dls- 

:  ControL  Thai  study  found  111 
resutu  out  o(  UO}  Hmptca,  or  S  J  prrcem. 

The  South  Bronx  haa  one  of  the 
AIDS  Inlectioa  rates  "In  ihc 
(he  world."  Dr.  Emn  sud.  ooUnf  thai  New- 
ark. Harlem  and  pan*  al  BraoUyn  have 
sinularty  hlfb  rates. 


with  the  AIDS  virus.  Or  EmM  said 
Brau-Latianan  had  imposed  salMy 
procedures.  includin(  ihc  disposal  oil 
used  needles  and  material  with  Mood  ia 
special  foniaewTS  even  before  Federal 


"You  have  to  asaune  aad  treat  evcri 
paucM  a*  d  they're  inlscted."  the  dt 
ractor  of  com  nuuty  health  a<  the  SUU 
Health  Depanmcm.  Or  Lloyd  F  IW 
wrt.  said.  "Ul  aot  only  dm  emergyj 
roam,  bm  m  every  emef^ency  niom  If 
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From  the  New  York  Times,  April  23, 1989 


Unmet  needs 


i«qulf«d  I  Nnv  Yo(k  Clly  to  to  cops 


AIDS  iii  New  York  City,  and  imurm  and  pa- 
tlaitt  ipend  another  $»0  mllUon.  But  Gov.  Marto 
M-r 


•ay  SIJ  bOHan  a  year 

austerity,  the  Mew  York  < 
m  U  Riffertng  from  h5  own  t 


.-wfflM  needed  by  1993. 

At  a  time  o(  austerity,  the  Mew  York  City 


.Y.  Times;  4-23-69 


AIDS  in  a  Deficit  Year: 
More  Plans  Than  Money 


By  BRUCE  tAMBEKT 


dty.lMMllO 

1       AIDS  ia  not  by  any  means  the  only  health 
problem  ta  the  dty;  some  might  argue  that  It  Is 


|EW  YORK  CITY  hat  readied  a  crtUcal 
!  in  dealing  with  the  AIDS  ept- 
Clty  and  nate  dedtfcm  In  the 


Health  care  eiperu  say  they  are  tocreasmgly  eal  and  aodal  serrleesL  "Bm  as  It  stmids  ngM 
cnivlnced  that  now  is  the  last  chance  to  expand      now."  Mr.  Ratke  said,  "tWs  Is  pnAabfy  the  big- 


wave  of  new  cases.  "We're  at  a  critical  palm. 
hai«li«  on  by  our  flngemalls,"  said  Dr.  David  E. 
Rogers,  who  heads  AIDS  panels  advising  the 
Majpor  and  Governor.  Kenneth  E.  Raske,  presl- 
dcm  of  the  Greater  New  York  Hoipttal  Asaoda- 
ttan.  said.  "We  don't  have  the  kmury  of  walling 


on  City 


TWt  urgency  Is  prompted  toy  recent  projec* 
that  the  cdmnlatlvc  AIDS 


in  AIDS 


».0e9.  win  rise  to  60.0I0  by  the  end  o(  1993.  The      tlons  are  hoping  to  get  more  later  tai  the  sesskm. 


t  lor  care  on  a  sys- 


r  AIDS  I 

[  Health  Care  Center,  die  nf«  m  the 


t  understand  thb  is  a  tough  year,  but  in  the 
tang  ran,  our  proposals  will  save  money  and  save 
lives,"  said  Robert  D.  Peteisoii,  head  of  a  coall- 
tton  of  nonprofit  AIDS  c 
In  fact,  the  dty. 


and  understatflng  is  evldem  In  every  sector : 
He  and  private  hospitals,  nurstaig  homes,  I 


cf  iroe,  poverty  and  homcif  I  inf  11. 

'BadandGetUncWorM' 


of  dtscoMc 
TO,  as  weU  a 
Hem  York's 


cty.  recently  called  for  the  resignattan  of  the 


IV  CI  uuwJli  Ignore 
^nmoandDr.Ax- 


the  Mayoral  Task  Faroe  on  AIDS,  a  group  of 
health  eapeits,  which  has  asked  Mr.  CUMBO  and 
Dr.  AaHrod  to  reooosider. 

WHh  that  proposal  stalled.  New  York  City's 
busfaiess  lenders  tave  Ottered  the  Iray.  A  smaO 
group  of  topeanentlves  met  recently  to  listen  to 
health  eipeitt'  pleas  for  bdp  i 


liable  to  care  for  everyone  who  gets  sick. 
Tlie  executives  weded  tittle  prompting.  Lewis 
Rndta.  presMem  of  the  Assodattan  for  a  Better 


New  York,  said  his  family  has  given  nearly  tl 
beds.  mllUon  to  AIDS  causes.  He  said  die  chief  of  se- 


I  Robert  TIsch.  prcsUenl  of  the  Loews 
CorporatleD,  said.  "We  have  two  very,  very  good 
frtends  who  have  AIDS.  One  we  worked  for  a 


f  roofn  ttid  WBM  bleedim  to  de^tfu  For* 


boapttaL  but  1  dilnk  It  was  because  my  name  Is 
TIsch."  New  York  Universtty  Medica]  Center 
was  renamed  TIsch  r 


Felix  a  Rohatyn.  the  Rnander.  caned  AIDS  "a 
far  more  sertons"  chattenge  than  the  dty't  fiscal 
crisis  ta  die  1970's.  to  wMch  he  ptayed  en  tanpor- 
tatt  role  as  chairman  of  the  Municipal  Assist- 


>  organlxa-        The  i 


  tMDit 

a  single  proposal  to  the  Governor  for  more  serv- 
ices and  for  additional  taxes  to  pay  for  them. 
Glemia  R.  Michaels,  director  of  the  New  York 
aty  AIDS  Task  Force,! 

•Ifs« 
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ASSOCIATION  FOR  THE  CARE  OF  CHILDREN'S  HEALTH  ^ 
Washington,  DC 


Families  of  Children  with  HIV  Infection  -  What  Families  are  Saying 


Although  the  identification  of  HIV  infection  in  children  is  a  relatively  recent 
occurrence,  its  impact  on  a  child  and  family  is  similar  to  that  of  many  childhood  chronic 
illnesses.  Much  of  the  understanding  that  we  have  about  the  concerns  of  families  caring 
for  children  with  special  health  needs  can  be  applied  to  these  children  as  well. 

At  the  same  time,  families  of  children  with  HIV  infection  have  additional  needs 
because  of  the  circumstances  surrounding  their  children's  illness:  isolation  and 
discrimination  caused  by  public  fear  and  ignorance  of  the  illness;  parents  and  other  family 
members  may  be  dying  or  drug  dependent;  families  may  be  strug^ing  with  poverty;  and  the 
broad  range  of  needed  services  may  not  be  available  or  accessible. 

'a* 

At  a  Tamily  Meeting  on  Pediatric  AIDS"  held  in  July,  1988,  family  members  caring 
for  children  with  HIV  infection  consulted  with  federal  officials  about  the  design  of  service 
systems  that  are  most  supportive  of  these  children  and  families.  Brief  descriptions  of  the 
most  important  service  system  characteristics  are  provided  below.  (The  meeting  was 
sponsored  by  the  Association  for  the  Care  of  Children's  Health,  with  support  from  the 
Bureau  of  Maternal  and  Child  Health  and  Resources  Development.) 

Families  of  children  with  HIV  infection  want: 

•  For  others  to  see  them  Hrst  as  a  family  and,  second,  as  a  family  caring  for  a 
child  with  complex  needs.  Families  of  children  with  HIV  infection  want 
recognition  that  they  love  and  care  about  their  children  and,  like  any  other 
family,  want  what  is  best  for  their  children. 

•  Family-centered  care.  Families  caring  for  children  with  HIV  infection  deserve 
and  need  the  recognition  that  they  are  the  constant  in  their  children's  lives  while 
the  service  systems  and  personnel  within  those  systems  fluctuate.  Therefore,  the 
families  should  have  a  voice  in  making  informed  decisions  about  the  care  their 
children  receive.  This  requires  an  assurance  that  families  have  access  to 
complete,  accurate,  and  ongoing  information  about  their  children's  diagnoses, 
treatment  choices,  and  programs. 

•  Comprehensive,  coordinated  services.  Families  of  children  with  HIV  infection 
are  under  enormous  stress  from  the  medical,  physical,  financial,  and  emotional 
demands  of  caring  for  their  children  and  family.  Such  families  need  a  wide 
array  of  services  and  support  --  support  that  is  both  comprehensive  and 
coordinated.  Families  benefit  most  when  a  single,  identified  person  is  available 
to  help  them  find  services  and  to  provide  emotional  support. 
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Services  that  are  consistent  and  predictable.  Currently,  where  a  family  lives 
largely  determines  the  scope  of  services  available  to  them.  Families  living  in 
some  communities  have  access  to  a  wide  variety  of  medical  and  support  services 
that  are  both  comprehensive  and  coordinated.  Other  communities  offer  no 
comparable  services. 

Services  that  are  available  to  all  Idnds  of  families.  The  families  of  children 
with  HIV  infection  need  an  extensive  range  of  support  services  and  resources. 
Health  care  professionals,  service  providers,  and  the  community-at-large  need  to 
recognize  that  these  services  and  resources  must  be  made  available  to  a  broad 
range  of  "families,"  including  birth,  foster,  and  adoptive  parents  and  extended 
family  members. 

Access  to  support  groups.  Because  of  shared  experiences,  family-to-family 
support  groups  can  be  a  primary  source  of  comfort  and  support  for  families 
caring  for  children  with  HIV  infection. 

Understanding.  Public  misinformation  about  HIV  infection  and  the  attendant 
fear  have  devastating  repercussions  for  families  of  children  with  HTV  infection. 
These  families  often  lose  the  support  of  extended  feunily  members  and  friends 
and  encounter  other  difficulties.  Their  children  frequently  are  denied  admission 
to  school  and  day  care.  Family  members  are  often  ostracized  at  work  and  at 
church;  and  they  also  may  be  treated  with  fear  or  suspicion  by  service  providers. 

Respect  for  their  privacy  and  confidentiality.  Families  caring  for  children  with 
HIV  infection  are  divided  on  the  issue  of  who  they  should  tell  of  their  children's 
condition.  However,  these  families  all  strongly  believe  that  it  is  their  decision  to 
make. 
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y^nftri^  in-nointi  AniLinn  Pinn  for-  ATHS  Hare  Services 


INITIATIVES  I  Ist  Session.  lOlst  Congress  ^989^ 

1.  Solidify  Anti-Discrimination  Safeguaurds  for  HIV  infected 
individuals  as  part  of  Americans  with  Disabilities  Act  (ADA) 

2.  Authorize  and  secure  funding  for  a  3-year  Low  Income 
Treatment  Assistance  Program  (LITAP)  to  provide  FDA  approved 
life-prolonging  drugs  to  people  with  HIV  disease; 

3 .  Expand  and  accelerate  access  to  the  most  promising 
experimental  AIDS  drugs  for  patients  with  acute  disease; 

4 .  Enable  community-based  orgemizations  to  actively  participate 
in  AIDS  drug  clinical  trials  and  increased  access  to 
under-served  individuals  with  HIV  disease; 

5.  Obtain  funding  for  home  and  outpatient  care  under  the  Health 
Omnibus  Program  Extension  Act  of  1989; 

services; 


PROPOSED  INITIATIVES;  2nd  Session.  101st  Congress  (1990^ 

6 .  Target  emergency  federal  relief  to  localities  and 
institutions  hardest  hit  by  the  epidemic. 

7 .  Create  commxinity  AIDS  care  consortia  to  plem  for  and  deliver 
the  full  range  of  medical,  mental  health  and  support 
services  to  individuals  and  families  affected  by  HIV 
disease; 

8 .  Create  transitional  and  supported  housing  for  homeless 
people  with  AIDS; 

9.  Provide  financial  assistance  to  low-income  chronically 
disabled  individuals  to  enable  them  to  pay  premiums  for 
health  insurance  available  iinder  COBRA  which  now  provides  a 
complete  transition  to  Medicare; 

10.  Revitalize  the  National  Health  Service  Corps  and  the  VISTA 
program  to  assist  in  providing  the  health  and  social 
services  required  to  deal  with  the  dual  epidemics  of  AIDS 
and  drugs  in  both  urban  and  rural  areas. 


OiD'" 


PROGRESS  REPORT  OH  KKHNEDY  PLAN 

AIDS  Initiatives;  1st  Session,  101st  Congress  (1989^ 

1 )  .    Anti-KiLScriniinatlon  protections  for  people  with  AIDS  and  HIV 
cire  not  only  just  cind  compassionate  but  are  the  lynchpln  to  our 
ability  to  control  the  spread  of  HIV.    The  Americans  with 
Disabilities  Act  was  debated  and  passed  by  the  Senate  on 
September  7  th  with  a  vote  of  76  -  8.    This  bill  has  the  support 
of  the  President  and  was  unanimously  endorsed  by  the  Education 
and  Labor  Committee  of  the  House.     It  will  receive  consideration 
by  the  House  of  Representatives  immediately  following  the  recess. 

2)  .    LITAP  is  an  authorization  proposal  of  $30  million  for  FY90 
£uid  additional  stnns  thereafter.    The  legislation  has  45  bi- 
partisan Senate  co-sponsors  and  was  unanimously  endorsed  by  the 
Senate  Committee  on  Labor  and  Human  Resources.     It  is  our  hope 
that  it  will  be  considered  by  the  full  Senate  following  the 
recess.     In  the  meantime,  a  Kennedy  amendment  to  the 
Appropriations  bill  secured  $30  million  for  1990,  so  that 
thousands  of  low-icome  people  with  AIDS  will  receive  life 
prolonging  drugs. 

3)  .    As  Chair  of  the  Labor  Committee  I  have  exercised  oversight 
of  the  Food  and  Drug  Administration  (FDA)  and  National  Institutes 
of  Health  (NIK)  in  the  development  of  AIDS  drugs.    We  have  worked 
to  secure  much  needed  mempower  for  these  agencies  and  to  reduce 
needless  red  tape.    Our  goal  is  to  expedite  safe  procedures  — 
the  most  recent  example  is  the  "parellel  track"  proposal  being 
worked  on  by  the  advocacy  community,  the  Public  Health  Service, 
and  the  Congress. 

4 )  .    The  community-based  clinical  trials  program  wa.8  authorized 
in  the  omnibus  AIDS  bill  of  1989  and  the  first  round  of  grants 
has  just  gone  out.    This  program  is  designed  to  make  experimental 
drug  trials  available  to  individuals  who  have  not  traditionally 
been  able  to  participate  in  institutionally  based  programs. 

5 )  .     The  health  care  service  provision  of  the  AIDS  bill  is 
designed  to  begin  to  diversify  health  care  options  for  people 
with  AIDS.    We  know  that  many  people  with  AIDS  continue  to 
receive  inpatient  hospital  caxe  because  no  alternatives  are 
available.    Home  and  commnnlty-based  care  is  more  cost-effective 
and  humane.    A  Kennedy  amendment  to  the  i^pproprlatlons  bill 
secured  $20  million  in  F790  to  develop  such  networks. 

Proposed  Initiatives;  2nd  Session.  101st  Congress  (1990^ 

*  These  initiatives  are  part  of  a  bi-partisan  effort  to  respond 
to  the  increasing  health  care  needs  of  people  with  AIDS  and  HIV 
disease.    They  will  build  upon  the  health  care  services  title  of 
the  Health  Omnibus  Program  Extension  Act  of  1989.     In  addition, 
the  AIDS  care  agenda  for  1990  is  a  combination  of  initiatives 
to  address  the  special  needs  of  people  with  AIDS  and  make 
necessary  changes  in  the  health  care  system  to  deal  with 
the  dual  edldemics  of  AIDS  and  drugs  see  attached  summary. 
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PROPOSED  AIDS  CARE  INITIATIVES  (1990^ 

1.  Impact  Aid /Emergency  Relief  Fund:    Direct  emergency  relief 
grants  to  metropolitcm  statistical  areas (MSAs)  with  greater  than 
2000  cases  of  AIDS  or  an  incidence  rate  of  AIDS  greater  than 
20/100,000  as  of  January  1,  1990.    These  federal  funds  will  be 
available  for  award  within  90  days  of  enactment  in  order  to 
provide  emergency  relief  to  approximately  20  MSAs  which  currently 
have  60%  of  all  U.S.  AIDS  cases.     The  AIDS  health  emergency  is 
overwhelming  the  infrastructure  for  health  and  support  services 
in  these  areas . 

Grants  will  be  made  to  local  political  divisions.     Funds  provided 
must  supplement  and  not  supplant  existing  city,  county,  or  state 
resources  currently  available  for  health  and  human  services. 
These  emergency  relief  f;inds  may  be  used  for  the  following 
pxirposes . 

(1)  direct  compensation  to  hospitals,  nursing  homes  and  sub- 
acute care  facilities  currently  providing  a  disproportionate 
share  of  services  to  low-income  individuals  with  HIV  disease; 

(2)  development  or  rehabilitation  of  sub-acute  and  long  term 
care  facilities,  and  congregate  care  residences;  fxinds  used  for 
new  construction  must  be  matched  by  the  state,  county  or  local 
political  division. 

2 .  Networks  and  Consortia  for  Continuity  of  Caret  Grants  to 
state  health  departments  and  local  consortia  of  health/social 
service  providers  (public  and  not-for-profit  agencies)  and 
community  based  organizations  for  the  planning,  development, 
and/or  delivery  of  comprehensive  outpatient  and  support  services 
for  individuals  with  HIV  disease,  including  child  &  family 
services . 

In  1989,  the  nation  will  spend  $2.6  billion  on  AIDS  health  care 
services.     By  1992,  the  amount  will  rise  to  $8.5  billion  — 
1.5%  of  the  nation's  total  health  expenditures.     The  lack  of 
urgently  needed  alternative  care  systems  and  gaps  in  existing 
reimbursement  mechanisms  are  causing  xinnecessary  overutilization 
of  acute  health  care  services.    As  a  result,  entire  inpatient 
care  systems,  particularly  in  the  inner  city,  are  being 
endangered . 

Essential  Health  Services  should  include  case  management, 
outpatient  medical  and  dental  care,  diagnostics,  mental  health, 
developmental  and  reheibilitation  services,  home  health  and 
hospice  care.     Essential  Support  Services  should  include 
transportation,  attendant  care,  home  health  aide,  day/ respite 
care,  child  welfare  and  family  services,  housing  and  benefits 
advocacy . 

Funds  should  be  allocated  based  upon  an  applicant's  ability  to 
deaonstrate  local  or  regional  needs  for  such  services  and  the 
applicant's  ability  to  develop  an  effective  and  cost-efficient 
response  to  unmet  needs. 
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3.  Health  and  Hxunan  Services  Manpower  Expansion;  Both  urban  and 
rural  health  care  facilities  are  experiencing  severe  difficulties 
in  attracting  skilled  health  personnel.     Individuals  with  HIV 
disease  and  drug  users  require  an  intensive  level  of  care.  In 
addition,  as  both  epidemics  expand,  resources  generated  through 
volunteer  groups  are  insufficient  to  cover  the  increasing  gaps  in 
services.     Despite  the  claims  made  by  the  Reagan  Administration 
that  the  surplus  of  physicans  would  ultimately  send  doctors  into 
rural  and  urban  underserved  areas,  this  redistribution  has  not 
materialized. 

Through  a  revitalization  of  the  National  Health  Services 
Corps,  which  involves  federal  loan  repayment  progrsun  for  medical 
education,  more  health  care  professionals  will  be  available  for 
assignment  in  underserved  inner  cities  and  rural  areas.  The 
Corps  will  be  expanded  to  include  nurses  and  social  workers  to 
assist  in  the  delivery  of  care  and  case  management  for 
individuals  with  HIV  disease  and  drug  users .     A  redesignation  of 
communities  hardest  hit  by  the  twin  epidemics  of  AIDS  and  drugs 
as  health  manpower  shortage  areas  will  permit  the  reinforcement 
of  existing  care  programs. 

Through  VISTA,  new  incentives  will  be  available  to  encourage 
volunteers  to  provide  assistance  to  programs  serving  people  with 
HIV  disease  and  drug  users.    These  volunteers  can  deliver 
critical  services  such  as  meals-on-wheels,   "buddy"  progreuns,  non- 
medical transportation,  and  shopping,  which  are  not  reimbursable 
through  public  and  private  insurance  programs.    When  effectively 
organized,  such  supplemental  services  enhance  independent  living 
and  reduce  the  need  for  institutionalization. 

4.  Health  Services  for  the  Homeless;  Services  essential  to  the 
relocation  of  homeless  individuals  with  chronic  illnesses  into 
permanent  residences  will  be  provided,  including  case  managment, 
drug  treatment,  mental  health  counseling,  and  maintainance-of- 
residence  health  and  home  attendant  services . 

Homeless  people  with  HIV  disease,  as  well  as  those  at  high  risk 
for  homelessness,  confront  special  challenges  in  finding  and 
maintaining  residences.     In  many  urban  areas,  hospitals  are 
reluctant  to  discharge  such  patients  because  of  the  absence  of 
residential  options  in  the  community.     Independent  living  is  not 
only  more  humane  —  it  is  more  cost-effective. 

5.  Insurance  Assistance  Program;  Direct  grants  to  states  to 
assist  individuals  with  chronic  disabilities  to  maintain  private 
health  insurance  benefits  for  which  they  are  eligible  under  the 
recently  extended  COBRA  program.     Individuals  who  give  up  their 
job  because  of  chronic  disability  may  now  continue  their 
employment-based  insurance  for  29  months  following  termination. 
This  proposed  program  will  f'lnd  premium  payments  to  maintain 
private  health  insurance  and  assure  continuity  of  essential 
services  at  a  lower  cost. 
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We  again  thank  all  of  you  for  coming  here  now,  and  we  will 
recess  our  hearing.  Thank  you  very  much. 

[Whereupon,  at  4:10  p.m.,  the  committee  was  adjourned,  subject 
to  the  call  of  the  Chair.] 


AMERICAN  HEALTH  CARE  CRISIS:  THE 
ELDERLY  AND  THE  UNINSURED 


TUESDAY,  DECEMBER  12,  1989 

U.S.  Senate 
Committee  on  Labor  and  Human  Resources 

Los  Angeles,  CA. 

The  committee  met,  pursuant  to  notice,  at  11  a.m.,  at  Royalwood 
Care  Center,  22520  Maple  Avenue,  Los  Angeles,  CA,  Senator 
Edward  M.  Kennedy  (chairman  of  the  committee)  presiding. 

Present:  Senator  Kennedy. 

Opening  Statement  of  Senator  Kennedy 
The  Chairman.  Good  morning. 

I  first  want  to  thank  Marilyn  Granger  and  all  of  the  Staff  here 
at  Royalwood  Care  Center  for  their  hospitality  and  generosity  in 
hosting  this  hearing.  We  are  seeking  to  develop  a  record  that  will 
be  extremely  valuable  to  us  in  the  U.S.  Senate,  particularly  to  our 
Committee  on  Labor  and  Human  Resources  that  has  the  responsi- 
bility in  developing  health  care  policy. 

And  I  want  to  thank  all  of  you  that  are  joined  with  us  in  our 
audience  today  for  attending  our  meeting.  We  are  grateful  for  your 
interest,  and  for  your  attendance  here. 

Indeed  I  am  grateful  to  all  of  you  for  the  very  splendid  plaque 
which  I  will  take  back  with  me,  and  this  very  nice  welcoming  card 
here. 

I  spoke  with  my  mother  last  night — my  mother  will  be  100  years 
old  next  July — and  she  said  you  make  sure  you  say  hello  to  all 
,    those  nice  young  people  up  there  in  Royalwood  Care  Center.  So  if 
I    any  of  you  are  up  in  Massachusetts  next  July  22,  you  come  by  to  a 
100th  birthday.  I  am  sure  you  will  be  very,  very  welcome. 

Health  care  should  be  a  basic  right  for  all — not  just  an  expensive 
privilege  for  the  few — my  family  has  been  fortunate  in  being  able 
to  obtain  the  best  in  health  care,  and  it  ought  to  be  available  to 
every  family.  But  today  we  face  a  crisis  in  the  health  care  system 
that  threatens  the  well  being  of  every  American  family  and  com- 
munities around  the  nation. 
I  Health  care  is  the  fastest  growing,  failing  business  in  America. 
And  the  challenge  is  more  serious  then  at  any  time  since  the  enact- 
ment of  Medicare  in  1965,  and  no  one  is  immune,  young  or  old, 
rich  or  poor,  city  or  farm,  insured  or  uninsured. 

Los  Angeles  is  the  second  stop  on  a  nationwide  tour  that  I  am 
taking  on  behalf  of  the  Senate  Committee  on  Labor  and  Human 
Resources,  to  explore  this  crisis.  Ever3rwhere  I  go  I  find  that  the 
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'  r  '^enge  we  luz^      :       .uur  central  problems.  Each  one  of  them 
ous,  and  together  they  constitute  a  health  care  crisis  of  un- 
ted  dimensions. 

-re  too  many  uninsured  and  under-insured  Americans, 
re  is  not  accessible  for  all  our  senior  citizens  and  the 
1th  care  costs  are  escalating  out  of  control,  and  essen- 
1  care  facilities  in  every  part  of  the  country  are  over-bur- 
he  point  of  collapse. 

ia,  especially  here  in  Los  Angeles  County,  the  situa- 
.  .  _  worse  than  it  is  in  other  parts  of  the  country.  More 
five  million  Californians  have  no  health  insurance  at  all. 
in  Los  Angeles  one  out  of  every  three  children  has  no  health 
r.nce  coverage.  A  larger  percentage  of  citizens  are  uninsured 
:geles  County  than  any  other  large  metropolitan  area  in 

-   -  --y. 

One  of  the  most  troubling  aspects  of  the  current  crisis  is  the  dev- 
astating impact  on  children.  Every  child  in  America  deserves  a 
healthy  start  in  life.  But  too  many  are  denied  this  basic  birthright 
here  in  Los  Angeles  and  all  across  the  country. 

One  in  every  five  children  in  America  today — 12  million  children 
in  all — have  no  health  insurance  coverage.  And  two  out  of  three 
pregnant  women  who  are  uninsured,  do  not  get  the  low  cost  effec- 
tive prenatal  care  their  babies  need.  Because  of  this  neglect,  too 
many  infants  do  not  even  survive  the  first  year  of  life.  America 
ranks  a  shameful  19th  behind  18  other  nations  in  infant  mortality. 
The  infant  m_ortality  rate  for  Black  infants  in  Los  Angeles  is  con- 
siderably higher  than  the  rate  for  Black  infants  in  the  United 
States  as  a  whole.  Forty  percent  of  children  do  not  complete  the 
basic  childhood  vaccinations  that  are  the  first  line  of  defense 
against  serious  disease.  A  quarter  of  all  children  have  no  physi- 
cians. The  only  family  doctor  they  know  is  the  hospital  emergency 
room. 

Senior  citizens  face  a  crisis  too.  They  have  worked  hard  all  their 
lives  to  earn  a  secure  retirement,  but  their  golden  years  are  threat- 
ened by  the  high  cost  of  long-term  care.  Three  million  severely  dis- 
abled elderly  Americans  need  home  care  or  nursing  home  care 
today.  Forty  to  50  percent  of  all  senior  citizens  alive  today  will 
need  nursing  home  care  at  some  point  in  the  future.  Few  can 
afford  that  care — even  fewer  have  insurance  protection. 

Long-term  care  is  not  just  a  problem  for  the  elderly.  Few  families 
are  prepared  either  financially  or  emotionally  to  take  full  responsi- 
bility for  meeting  the  challenges  of  providing  long-term  care  for 
parents  who  need  it;  these  families  deserve  our  help. 

When  you  compound  the  immense  number  of  uninsured  citizens 
with  the  soaring  costs  of  health  care,  it  is  no  wonder  that  the  criti- 
cal health  care  facilities  are  collapsing  or  cutting  back. 

Ten  private  emergency  trauma  rooms  in  Los  Angeles  qualify  as 
trauma  centers,  and  have  closed  their  doors  because  they  can  no 
longer  afford  to  care  for  the  most  seriously  injured  accident  vic- 
tims. 

Every  person  in  this  room  who  might  be  involved  in  a  freeway 
accident,  is  at  a  greater  risk  of  death  as  a  result.  Even  3  years  ago 
California  hospitals  were  spending  more  than  a  billion  dollars  a 
year  to  care  for  those  who  cannot  pay.  Today  care  for  the  stricken 
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infants  of  drug  dependent  mothers  alone,  may  cost  that  much.  Re- 
alistic answers  are  available  to  stop  the  senseless  slide  and  reform 
our  health  care  system.  The  question  is  whether  we  have  the  politi- 
cal will  to  do  so  now  when  reasonable  remedies  can  make  the  dif- 
ference, or  whether  we  will  wait  until  the  current  crisis  becomes 
catastrophic  and  more  drastic  surgery  is  required. 

In  my  view  we  should  take  four  major  steps  as  soon  as  possible. 
First,  we  should  require  businesses  to  provide  private  job-based  in- 
surance to  all  their  employees;  second,  we  need  to  provide  a  public 
insurance  program  analogous  to  Medicaid  for  those  who  cannot  get 
health  insurance  through  a  job.  Third,  senior  citizens  and  the  dis- 
abled deserve  the  same  affordable  protection  against  the  cost  of 
long-term  care  that  Medicare  was  intended  to  provide  against  the 
cost  of  doctor  and  hospital  care.  And  finally  we  need  to  take  posi- 
tive action  to  bring  health  care  costs  under  control. 

There  are  some  who  say  that  we  cannot  afford  these  steps  to  pro- 
tect all  our  people;  I  say  that  we  cannot  afford  to  ignore  this  crisis. 

And  I  look  forward  to  the  wealth  of  personal  experience  and 
knowledge  that  our  witnesses  today  can  bring  to  us. 

These  charts  here,  outline  very  briefly  the  nature  of  the  crisis. 
This  chart  demonstrates  the  15  million  Americans  who  are  either 
denied  or  do  not  seek  care  because  of  the  cost.  These  charts  indi- 
cate what  happens  to  many  of  those  in  nursing  homes,  and  the 
burden  that  is  placed  upon  individuals  and  families  trying  to  afford 
long-term  care.  And  the  last  chart  illustrates  the  strategy  for  treat- 
ing the  American  Health  Care  Crisis. 

We  look  forward  to  hearing  from  our  witnesses  here  this  morn- 
ing, and  we  will  ask  Jim  Krause  if  he  would  be  kind  enough  to  give 
us  his  particular  story. 

Jim,  we  are  delighted  to  have  you  here. 

I  want  to  say  at  an  outset  to  all  of  our  witnesses,  we  are  very 
mindful  that  talking  about  our  health  care  needs,  occasionally  rep- 
resents a  real  intrusion  into  our  privacy.  I  think  all  of  us  like  to 
protect  that  particular  aspect  of  our  lives,  so  I  know  that  for  our 
witnesses  this  morning,  it  will  not  be  an  easy  task  to  share  with  us, 
share  with  others,  their  story.  But  I  think  with  the  stories  that  we 
will  hear  today,  here  at  Royalwood,  are  stories  we  could  hear  in 
any  community  of  America;  and  it's  typical.  And  I  think  it's  impor- 
tant that  we  build  this  record  so  that  we  can  go  back  and  talk  to 
our  colleagues,  we  can  point  to  what  we  heard  here  today.  I  thank 
all  of  our  witnesses  for  sharing  their  experience  with  us. 

Jim,  we  would  be  glad  to  hear  from  you. 

STATEMENT  OF  JIM  KRAUSE,  PRINTER,  SAN  DIMAS,  CA 

Mr.  Krause.  Thank  you.  Senator  and  staff  for  having  me  here.  I 
will  get  right  to  it. 

Some  time  in  late  1986  

The  Chairman.  Why  don't  you  just  tell  us,  Jim,  how  old  you  are, 
and  where  you  live,  if  you  would. 

Mr.  Krause.  All  right.  I  live  in  Glendora— or  San  Dimas— and 
have  a  small  print  shop  in  Glendora.  I  am  6IV2  years  old.  I  think 
the  rest  of  this  is  probably  better  to  

The  Chairman.  Good.  Fine. 
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Mr.  Krause.  ok? 
The  Chairman.  Great. 

Mr.  Krause.  You  are  right,  you  do  get  into  the  private  parts. 

Some  time  in  late  1986,  my  medical  insurance  company  which  I 
had  been  with  for  about  4  years,  became  difficult  to  deal  with  as 
far  as  paying  claims  and  so  forth.  A  month  or  so  later  I  found  out 
why  when  I  received  notice  that  they  had  filed  bankruptcy — this  is 
one  that  was  in  California. 

I  started  to  work  around — or  looked  around — for  another  compa- 
ny. I  became  shocked  at  what  other  companies  were  charging — 
which  would  then  be  a  family  plan.  So  I  kept  looking  around  trying 
to  find  the  best  deal  so  to  speak. 

A  little  time  went  by,  and  then  about  this  time — and  this  will 
seem  kind  of  silly,  so  bear  with  me  for  just  a  moment — I  was  work- 
ing one  day  in  about  a  100  degree  heat  with  little  or  no  humidity — 
what  we  call  a  ''Santa  Ana"  out  here — and  on  the  way  home  I  was 
almost  dying  from  thirst  so  I  stopped  and  bought  a  huge  cola  called 
''A  Big  Slurp"  or  whatever  it  is,  ''A  Big  Gulp" — it's  about  IV2 
quarts  of  cola.  I  had  another,  and  when  I  got  home  and  shortly 
after  dinner,  I  suddenly  became  ill  and  drove  to  the  emergency 
room  at  the  hospital — I  felt  like  I  was  going  to  blow  up.  Tests  and 
an  exam  showed  nothing  wrong,  nothing  seriously  wrong.  The  next 
day  my  doctor  double-checked  everjrthing  and  told  me  don't  ever 
drink  3  quarts  of  cola  at  once  on  an  exceptionally  hot  day  on  an 
empty  stomach — that's  the  funny  part. 

Then  shortly  after  this,  I  did  apply  for  insurance  with  a  compa- 
ny, sent  a  check.  Two  or  3  weeks  later  the  application  and  the 
check  are  returned  because  some  computer  somewhere  had  picked 
up  this  little  gastritis  thing  in  the  hospital. 

The  insurance  company  said  that  they  needed  more  information 
regarding  this.  We  went  back  and  forth  for  2  or  3  weeks.  I  sent 
them  a  letter  from  the  doctor,  I  tried  to  get  a  letter  from  the  hospi- 
tal, finally  got  that  sent.  The  insurance  company  asked  for  more 
information.  For  some  reason  or  other  thought  it  was  very,  very  se- 
rious. And  I  couldn't  believe  it  was  happening.  I  tried  two  or  three 
other  companies  with  the  same  result. 

Anyway,  it's  now  about  March  1987  and  on  April  15  I  suffered 
what  is  called  a  TIA — a  transient  ischemic  attack — it's  a  small — for 
the  purpose  of  this  meeting,  I  guess  you  would  call  it  a  tiny  stroke. 

So  after  two  CAT  Scans  at  $650  apiece,  x-rays  and  other  exams, 
one  night  in  ICU,  the  hospital  bill  came  to  $3,300.  We  paid  $1,000 
down  and  started  making  payments.  But  no  one  could  find  any- 
thing wrong. 

My  doctor  suggested  we  take  further  tests — I  asked  how  much, 
and  he  said  about  $4,500  and  I  had  to  tell  him  ''No". 

It  is  important — I  think  you  should  know,  and  I  want  you  to 
know,  that  the  doctor  and  others  now  believe  that  further  tests 
would  have  shown  a  possible  future  heart  attack,  or  other  prob- 
lems, and  we  could  have  taken  some  very  definite  preventative 
action,  but  I  couldn't  afford  to  have  these  tests  or  examinations — 
something  that  is  called  preventative  medicine,  I  guess. 

However,  now,  I  found  out  that  I  am  uninsurable  for  anything 
relating  to  cardiovascular,  pulmonary,  the  digestive  tract  which 
doesn't  leave  much. 
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Through  the  balance  of  1987,  I  tried  several  insurance  compa- 
nies, several  schemes,  that  I  find  out  that  I  am  really  locked  out  as 
far  as  insurance  goes. 

Several  people  in  the  small  center  where  I  have  my  print  shop, 
we  tried  to  get  together  and  create  an  association  or  something, 
any  kind  of  excuse  to  get  a  group  insurance  going — they  all  are 
without  insurance  also  by  the  way — but  no  company  was  inter- 
ested. 

In  January  of  1988,  one  year  and  11  months  ago,  I  had  a  massive 
heart  attack.  It  happened  at  6:30  in  the  morning.  We  got  in  the  car 
and  drove  two  blocks  to  the  hospital.  I  stumbled  into  the  emergen- 
cy room  and  laid  myself  on  the  table  and  passed  out— I  didn't  have 
time  to  fill  out  papers  or  argue  about  insurance,  so  we  got  by  that 
hurdle. 

I  was  occasionally  conscious  and  then  6  days  later,  I  had  a  pace- 
maker in  my  chest— it  is  still  there— and  was  on  my  way  home.  I 
also  had  a  bill  in  my  pocket  for  $32,000. 

I  am  thankful  for  those  doctors  and  that  hospital  and  their  skills. 
I  really  am.  I  am  not  bitter  about  that.  But  someone  made  a  mis- 
take, and  a  week  later  I  am  back  in  the  hospital  with  severe  phle- 
bitis in  the  right  leg.  Another  week  went  by  and  the  bill  is  now  up 
to  about  $42,000  and  growing.  I  got  bills  from  people  I  didn't  even 
know  were  in  the  city,  let  alone  in  the  hospital,  but  I  assume  they 
were  there. 

We  paid  about  $4,500  down,  and  some  payments;  our  savings 
now,  whatever  they  were,  are  gone.  And  by  the  middle  of  1988,  or 
in  the  Fall  of  1988,  the  hospitals  and  doctors  and  the  bill  collectors 
and  some  of  you  probably  know  what  that's  like,  were  becoming 
very  nasty  regarding  the  bills.  We  consulted  with  lawyers  and 
others  and  realized  that  it  would  take,  if  we  paid  $500  per  month, 
it  would  take  7  years  to  pay  this  off — not  counting  any  interest. 

We  filed  bankruptcy  in  November  of  1988  and  it  was  final  in 
March  of  1989.  Since  then  I  have  tried  various  ways  to  get  insur- 
ance. The  usual  lying  and  cheating  or  stealing  or  whatever  you 
want  to  call  it,  to  get  in  there — into  a  group,  that  is — and  it's  very 
difficult.  The  doors  are  closed  all  over.  I  even  tried  to  sell  insurance 
for  an  insurance  company — medical  insurance — but  the  company 
insisted  on  insuring  its  agents,  and  I  was  uninsurable,  so  I  couldn't 
be  hired — that's  the  way  it  is. 

At  the  present  time  I  can  only  work  about  6  hours  per  day;  my 
daughter  opens  the  shop;  I  finish  the  day  when  she  leaves;  she  also 
has  another  job.  My  wife  works  full  time — many  times  6  days  a 
week.  Her  employer  promised  medical  insurance  when  she  started, 
but  now  says  that's  not  going  to  be  available  ever,  and  to  go  find 
another  job  if  insurance  is  so  damned  important — which  we  are 
going  to  do.  We  are  trying  to  sell  the  shop  and  we  are  going  to  get 
on  with  our  lives,  and  we  are  going  to  try  to  find  some  kind  of 
group  insurance  or  something  to  get  into — but  there  is  more. 

My  prescription  drugs  run  about  $105  a  month.  I  have  a  daily 
patch  I  put  on — it's  $1.40  apiece.  There  are  pacemaker  checkups  of 
$45  every  month  or  every  other  month — some  of  you  who  have 
them  probably  know  what  I  am  talking  about,  so  on  and  so  forth. 

We  are  sitting  now  without  insurance  and  if  we,  or  one  of  us  get 
sick  again,  I  don't  know  what  we  will  do.  I  don't  have  any  answer, 
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so  I  don't  have  any  suggestions  either — but  it  is  scary.  That's  about 
it.  , 

The  Chairman.  Thank  you,  Mr.  Krause,  for  sharing  your  experi-  * 
ence  with  us.  We  are  all  glad  that  you  appear  well  and  fit,  and  that 
you  have  been  able  to  get  through  these  various  medical  emergen- 
cies. But  I  think  your  case  points  out  one  of  the  problems  in  our 
health  care  system,  what  is  known  as  the  "pre-condition"  which  ef- 
fectively eliminates  individuals  from  being  able  to  buy  insurance. 
My  son  Teddy  had  cancer  when  he  was  12  years  old,  and  thankful- 
ly he  is  well.  He  lost  a  limb  to  the  cancer — his  right  leg — and  he 
has  a  very  full  and  wonderful  life.  He  cannot  buy  insurance  as  an 
individual  in  the  United  States  of  America  for  the  rest  of  his  life 
because  of  this  pre-condition.  He  has  survived  cancer,  but  for  the 
rest  of  his  life  he  is  uninsurable  because  of  a  pre-condition,  and  you 
are  in  the  exact  same  situation — uninsurable — virtually  uninsur- 
able. It  did  not  take  long  for  those  insurance  companies  to  find  out 
about  your  episode  of  gastritis.  They  were  looking  for  a  way  of 
knocking  you  out  of  any  possibility  of  insurance. 

I  understand  that  before  these  series  of  occasions  took  place  you 
were  paying  up  to  $300  a  month,  were  you,  for  your  family,  for  in- 
surance? 

Mr.  Krause.  Yes. 

The  Chairman.  Three  hundred  dollars  a  month.  You  went  look- 
ing for  health  insurance  as  an  individual,  entrepreneur,  small  busi- 
ness man,  successful  small  business  man.  You  wanted  to  be  able  to 
provide  for  yourself  and  your  family,  but  were  excluded  because  of 
these  pre-conditions,  in  spite  of  the  fact  that  you  were  prepared  to 
pay  the  premiums.  You  had  to  go  through  the  health  care  system 
and  you  are  now  bankrupt  because  of  debts  incurred  for  necessary 
medical  care.  I  think  perhaps  the  greatest  tragedy  of  it  all  is  not 
only  the  expenses,  but  the  anxiety  that  you  and  your  family,  six 
children,  continue  to  have.  And  to  think  that  in  our  society,  it  is 
difficult  to  put  a  dollar  and  cents  figure  on  that. 

Everybody  is  always  asking  what  is  the  bottom  line,  what  are  the 
dollar  and  cents?  Well,  I  don't  know  how  you  measure  that  anxie- 
ty. The  fact  that  you  are  not  getting  those  tests  which  you  know 
you  should  have.  That  is,  I  think,  a  tragedy — let  me  ask  you,  Mr. 
Krause,  do  you  know  others  that  have  similar  kinds  of  circum- 
stances, similar  kinds  of  problems  of  not  being  able  to  obtain  insur- 
ance? 

Mr.  Krause.  Yes.  There  are  several  in  the  center  where  I  work. 

The  Chairman.  Do  you  think  insurance  ought  to  be  a  right  for 
Americans;  some  form  of  coverage? 

Mr.  Krause.  Yes,  of  course  it  is.  There  should  be. 

The  Chairman.  There  should  be.  Thank  you. 

OK.  Carolyn  Hanlon.  We  are  glad  to  hear  from  you.  I  understand 
that  you  were  there  on  a  snowy  day  in  1961— in  Washington,  DC, 
at  an  inauguration.  We  are  glad  to  

Ms.  Hanlon.  That  was  John. 

The  Chairman.  John.  Fine. 

Ms.  Hanlon.  My  husband. 

The  Chairman.  John,  that's  right 

Ms.  Hanlon.  John  Hanlon  was  

The  Chairman.  Good. 
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Ms.  Hanlon.  I  would  like  to  have  him  sit  by  me. 
The  Chairman.  Surely.  He  can  come  on  up. 

Come  on  up,  John.  We  are  glad  to  have  you  here.  Come  right  up 
here. 

Ms.  Hanlon.  Is  that  OK? 

The  Chairman.  Glad  to  have  you,  John. 

STATEMENT  OF  CAROLYN  HANLON,  ACCOMPANIED  BY  HER 
HUSBAND,  JOHN  ALBERT  THOMAS  HANLON 

Ms.  Hanlon.  My  husband,  John  Albert  Thomas  Hanlon,  he  was 
at  your  brother's  inauguration,  sir. 

The  Chairman.  Fine.  I  think  I  remember  him  out  in  that  crowd 
up  there.  I  wouldn't  forget  that  face  there.  I  bet  he  has  a  little 
Irish  blood  in  him  too.  Nothing  wrong  with  that. 

Ms.  Hanlon.  John  is  52  years  old,  and  I  am  49. 

John  worked  for  a  defense  contractor  in  Redondo  Beach  up  until 
2  years  ago  when  he  was  sent  home  with  terribly  high  blood  pres- 
sure as  a  result  of  strokes,  and  he  hasn't  worked  since  August  6  of 
1987. 

He  is  brain  damaged  as  a  result  of  those  strokes,  and  I  entered 
into  the  world  of  care  giving. 

Part  of  that  stress  that  isn't  measured  in  dollars  and  cents  that 
you  mentioned,  Senator,  is  measured  in  the  loss  of  normal  every 
day  activity,  such  as  my  being  able  to  accept  a  promotion  to  an  ex- 
ecutive position  I  couldn't  handle  anymore.  I  had  to  forego  that 
promotion  because  of  the  stress. 

I  am  no  longer  able  to  work.  I  work  part-time.  We  sold  the  farm 
and  a  car,  and  at  this  moment,  even  after  having  spent  $37,000  for 
hospital  bills,  and  $12,000  out  of  our  pocket,  even  today  we  are 
$18,000  in  debt. 

John  was  a  very  good  provider  to  our  family.  I  don't  know  what 
to  tell  you,  sir,  except  that  the  factor  that  some  of  these  families 
are  devastated  financially  by  their  loved  ones'  illness,  we  need 
help. 

The  Chairman.  Let  me  ask — as  I  understand,  Carolyn,  you  also 
care  for  your  71-year-old  mother? 
Ms.  Hanlon.  Yes,  sir.  At  home. 
The  Chairman.  At  home. 
Ms.  Hanlon.  She  helps  pay  the  rent. 
The  Chairman.  That's  good. 

It  took  both  of  you  5  years  to  save  the  $20,000  down  payment  for 
the  home  that  you  bought  in  July  1987,  is  that  right? 
Ms.  Hanlon.  Yes. 

The  Chairman.  And  then  that  first  stroke  occurred  in  August  of 

1987;  the  hospital  bill  was  $37,000  

Ms.  Hanlon.  The  first  stroke. 

The  Chairman  [continuing].  And  that  was  picked  up  by  the  de- 
fense contractor — part  of  it — but  you  still  had  some  serious  out-of- 
pocket  expenses.  Isn't  that  correct? 

Ms.  Hanlon.  Yes. 

The  Chairman.  The  drugs,  the  doctors'  bill  and  the  home  care  as 
well? 
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Ms.  Hanlon.  That's  true.  One  of  the  other  reasons  why  I  had  to 
quit  my  full-time  employment  was  because  it  was  costing  $800  a 
month  to  have  someone  come  in  and  take  care  of  John.  I  couldn't 
afford  $800  a  month,  so  I  came  home  to  take  care  of  him  myself. 
And  then  he  had  more  strokes  and  went  into  a  board-and-care 
place  last  December,  and  that  was  $1,000  a  month.  And  from  there 
it  was  this  past  March  that  he  had  the  $37,000  hospital  bill. 

The  Chairman.  What  resources  are  available  for  families  in  your 
situation;  either  voluntary  organizations  or  government  resources; 
have  you  found  any  care  giver  groups  to  be  helpful? 

Ms.  Hanlon.  That's  the  first  thing  I  did,  because  I  was  mentally 
ill.  Those  of  us  who — his  loved  ones — suffered  immensely.  In  care 
givers'  groups  we  have  come  to  call  that  immensely  contagious  dis- 
ease because  we  catch  it  too. 

It  is  just  an  ongoing  process,  and  if  one  isn't  in  a  care  giving 
group,  you  have  absolutely  no  emotional  support.  The  care  givers 
groups,  the  Los  Angeles  Resource  Center  which  is  no  longer  in  ex- 
istence, was  the  best  thing  that  ever  happened  to  me,  because  they 
referred  me  to  all  the  different  organizations  that  helped  me  per- 
sonally cope  with  the  tragedy  that  was  going  on  in  my  life.  And  a 
lot  of  it  is  just  word  of  mouth.  There  are  so  many  people  out  there 
who  have  the  answers  for  you,  but  you  don't  know  what  questions 
to  ask. 

The  Chairman.  As  I  understand  you  would  like  to  return  to 
school  and  become  a  court  reporter.  Is  that  right? 

Ms.  Hanlon.  Yes,  sir.  It  is  one  of  my  dreams. 

The  Chairman.  Would  that  help  if  you  were  a  court  reporter,  in- 
crease your  income? 

Ms.  Hanlon.  Certainly,  because  I  am  only  working  4  hours  a  day 
now.  I  only  bring  home  about  $100  a  week,  and  that  is  just  because 
of  my  own  stress  that  I  have  to  cope  with.  And  I  am  planning  on 
going  back  to  school  next  February.  I  will  have  to  go  nights.  And 
hopefully  I  can  establish  another  career. 

My  income — any  income  that  I  have  right  now — is  the  result  of 
John  being  employed  for  all  those  years.  Should  something  happen 
to  John,  I  certainly  won't  have  any  more  income,  and  I  have  to  be 
ready  to  support  myself. 

The  Chairman.  What  has  been  the  most  difficult  part  of  caring 
for  John? 

Ms.  Hanlon.  Very  personal  and  very  abstract  thing,  but  it  is 
coping  with  the  denial.  It  is  going  to  be  a  marriage  counselor  be- 
cause something  is  wrong  with  your  marriage  and  you  can't  figure 
out  what  it  is,  and  nobody  suggests  going  and  getting  a  physical. 
And  then  you  find  out  that  that  is  what  is  wrong  with  your  mar- 
riage, your  husband  is  brain  damaged  from  strokes.  And  it  was  the 
loss  of  him.  The  loss  of  him  in  my  daily  life. 

The  Chairman.  Well,  Carolyn,  you  are  a  remarkable  woman,  and 
John  is  very  fortunate  to  have  you  as  his  partner.  I  appreciate  your 
willingness  to  share  this  with  us,  you've  got  a  lot  of  courage  and  he 
has  too.  We're  very  grateful.  I  just  want  to  give  you  all  the  assur- 
ances as  well  as  to  all  of  our  witnesses,  we  are  going  to  do  every- 
thing we  possibly  can  to  try  and  bring  this  country  to  its  senses 
and  get  a  universal  insurance  program. 
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Ms.  Hanlon.  I  would  like  to  address  one  of  your  solutions,  sir, 
that  is  that  employees  be  mandatorily  insured,  no  matter  how 
small  the  company  they  are  working  for.  I  worked  for  a  large  com- 
pany for  all  those  years  and  I  had  marvelous  insurance,  and  now  I 
am  working  part-time  for  a  little  company  that  only  has  three  em- 
ployees, and  there  is  no  insurance  available.  And  so  many  people 
need  medical  insurance.  And  I  thank  you  for  that,  sir. 

The  Chairman.  We  appreciate  your  mentioning  that.  Small  busi- 
nesses are  facing  some  special  challenges.  In  Hawaii,  the  small 
businesses  provide  health  insurance,  and  they  do  well.  So  we  can 
fashion  a  program  and  system  to  be  able  to  do  it. 

But  I  appreciate  your  mentioning  it,  and  thank  you  very  much. 
We  thank  you. 

John,  it's  good  to  have  you  up  here.  Appreciate  it  very  much. 
If  Donna  Van  Tassel  would  come  up,  and  Gene  McCarthy— is 
Gene  here? 
Mr.  McCarthy.  Yes,  sir. 

The  Chairman.  Gene,  would  you  come  up,  please? 
Ms.  Van  Tassel.  Good  morning. 

The  Chairman.  We  have  a  rather  special  occasion  today  because 
Donna's  husband— it's  his  birthday  today.  Is  that  right? 
Ms.  Vantassel.  Yes.  He  is  64  years  old. 

The  Chairman.  Well,  we  wish  him  a  very  happy  birthday,  don't 
we,  everyone,  we  wish  him  a  very,  very  happy  birthday.  [Applause]. 
OK,  Donna,  if  you  would  be  good  enough  to  tell  us  your  story. 

STATEMENT  OF  DONNA  VAN  TASSEL 

Ms.  Van  Tassel.  My  name  is  Donna  Van  Tassel,  and  I  am  54 
years  old,  and  as  I  said,  my  husband  is  64. 

My  care  giving  days  started  in  1982  when  my  father  died  and  I 
had  to  fly  to  Ohio.  And  when  we  arrived  there,  we  found  my 
mother  very  emotionally  disturbed,  and  we  was  there  6  weeks  and 
we  finally  realized  that  we  couldn't  leave  her  there,  so  we  decided 
to  bring  her  back  to  California  to  live  with  us. 

In  1983,  it  really  started  because  she  had  heart  trouble.  She  was 
a  diabetic,  and  she  started  having  black  outs  and  different  things, 
and  times  of  forgetfulness.  So  there  were  many  trips  to  the  doctor 
to  see  what  was  going  on  and  at  the  end  of  1983  she  had  to  have 
surgery  because  she  was  a  candidate  for  a  massive  stroke. 

My  husband  and  I  began  to  realize  that  we  needed  help  and  so 
we  asked  my  sister  to  move  in  to  help  me  a  little  bit,  and  help  with 
some  of  the  finances  because  my  mother  didn't  have  any  supple- 
mental insurance,  so  we  had  to  pick  up  what  Medicare  didn't  pay. 
And  her  medicine  was  quite  expensive,  and  so  she  decided  she 
would  move  in. 

But  after  the  surgery,  we  got  a  lot  of  bills  from  the  doctors  be- 
cause a  lot  of  them  didn't  accept  assignments  which  I  didn't  realize 
and  know  anything  about  because  I  wasn't  into  Medicare  right 
then,  but  I  learned  fast. 

In  1984,  she  began  to  have  a  lot  of  angina  attacks  and  emergency 
room  calls  and  this  and  that,  ambulance  trips  and  things  like  that 
to  the  hospital,  and  that  meant  we  had  to  pay  for  our  ambulance 
trips  and  things  like  that  because  we  still  couldn't  afford  the  sup- 
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plement  insurance.  Later  on  we  did  try  to  get  together  and  get 
that,  and  that  was,  you  know,  $50  to  $60  a  month  for  that,  but  we 
had  to  do  something. 

I  saw  that  our  utiHties  and  things  became  higher  because  she 
was  there  every  day.  We  had  quite  high  utility  bills,  and  I  would 
^r'^  to  burn  our  fireplace  to  kind  of  cut  the  bills  down  on  the  gas, 
ise  it  v/as  quite  expensive. 

^  said,  her  medicine  was  very  expensive,  and  I  joined  the 
oup  to  try  to  cut  back  on  her  medicine  and  everything, 
£  ^ant  trips  out  to  Long  Beach  to  pick  these  things  up. 

e  had  a  couple  stays  in  the  hospital  from  the  angina 
and  a  social  worker  approached  me  and  let  me  know  that  I 
i  apply  for  SSI  because  my  mother's  income  from  her  Social 
Security  was  only  $331  a  month.  So  I  looked  into  this. 

By  this  time  we  got  the  diagnosis  from  our  doctor  that  she  had 
Alzheimer's  and  it  wasn't  just  being  senile. 

Like  I  say,  by  1986,  our  lifestyle  began  to  really  change — finan- 
cially and  socially.  At  this  time  we  faced  another  decision  in  our 
lives  and  everything.  Developers  had  come  in  and  started  buying 
homes  around  us,  so  that  meant  they  were  building  apartments 
and  things  up  around  our  homes,  and  so  we  had  to  make  a  decision 
to  try  to  maybe  move  so  that  we  could  have  a  quiet,  decent  life, 
because  we  knew  apartments,  we  were  going  to  have  a  lot  of  traffic 
and  people. 

So,  my  sister  decided  she  would  help  us  to  see  if  we  should  buy 
another  home,  and  we  started  this  the  first  of  the  year,  and  by  the 
time  the  escrow  started  to  close  and  everything,  my  husband  was 
laid  off,  so  this  meant  a  hardship  and  this  meant,  you  know,  I 
couldn't  even  go  to  work  because  I  had  my  mother  to  look  for  to 
take  care  of  24  hours  a  day.  So  this  gave  us  another  big  set  back. 
Then  the  biggest  thing  that  really  got  us  is  he  was  laid  off,  we 
knew  our  health  insurance  was  gone. 

So,  he  started  looking  around  and  by  the  time  you  are  61  years 
old,  you  don't  find  many  jobs  in  the  retail  business  or  anything 
else.  But  he  went  out  and  he  found  different  jobs,  you  know,  in 
sales — he's  a  musician — and  he  played  jazz,  so  he  would  go  out  and 
get  jobs  with  the  clubs  and  play  to  supplement  our  income.  But 
still  we  had  this  fear  of  no  hospitalization  or  no  health  insurance. 

By  1987,  I  was  really  worn  down  to  a  frazzle,  and  I  got  in  touch 
with  the  Alzheimer's  Association  to  find  out  what  I  could  do  for 
help  or  support,  or  anything.  So  then  they  told  me  to  get  in  touch 
with  my  social  service  to  see  if  I  could  get  some  in-home  help  to 
come  in  and  relieve  me  for  a  few  hours.  I  did  go  and  apply  for  that, 
but  it  was  only  43-49  hours  a  month  that  they  would  give  you  help. 
And  that's  not  too  much  help,  but  it  was  better  than  nothing,  be- 
cause when  you  are  with  someone  that  has  Alzheimer's  24  hours  a 
day,  it  is  very  stressful. 

I  did  get  some  help  from  that  and  we  got  a  lady  to  come  in  and 
give  me  a  little  help  on  my  care  giving.  In  the  meantime,  I  was 
about  ready  for  a  nervous  breakdown,  and  I  got  in  touch  with  the 
Alzheimer's  and  they  directed  me  to  a  support  group,  and  I  did  this 
twice  a  month,  we  would  get  together  and  this  helped  a  lot,  be- 
cause I  learned  a  lot  more  about  Alzheimer's.  I  learned  a  lot  more 
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about  what  was  going  to  come,  and  what  I  was  going  to  have  to 
face  later  on. 

When  I  got  my  lady  to  help  me  and  everything  through  the  in- 
home  service,  they  gave  me  no  more  hours  to  help  my  mother,  but 
their  pay  scale  is  only  $3.75  an  hour.  And  there  is  not  too  many 
people  you  can  find  to  come  in  and  help  you  for  that.  So  my  sister 
and  I  and  my  brother  who  lives  out  here,  we  decided  we  would  go 
together  and  try  to  make  it  where  it  would  be  at  least  $6.00  an 
hour  and  she  said  she  would  work  for  that,  to  give  me  about  4  or  5 
hours  a  day,  because  my  mother  by  the  end  of  1988,  and  the  first  of 
1989,  my  mother  couldn't  do  an)d:hing.  She  lost  her  speech,  she 
couldn't  feed  herself,  she  couldn't  go  to  the  restroom  by  herself— 
ever>1:hing  was  just  really  going  down  fast.  And  then  in  1989  she 
had  an  attack  where  she  stopped  swallowing,  and  that's  when  I 
found  out  that  I  couldn't  do  any  more  and  I  had  to  put  her  in  a 
nursing  home  which  I  faced  the  fact,  and  I  did  look  around  for 
nursing  homes  a  year  before,  and  I  had  my  eye  on  one.  And  our 
doctor  said  he  would  go  and  make  the  visits  to  see  her,  and  that's 
when  I  made  my  decision  to  put  her  into  the  nursing  home  which 
was  devastating. 

By  the  time — like  I  say,  it  was  all  this.  We  had  a  lot  of  financial 
expenses  that  was  hitting  us  and  like  I  say,  our  payment  for  our 
home  was  quite  high  and  we  had  a  life  savings — our  savings  are 
depleted  now.  But  my  mother  died  October  6th  and  now  I  am 
trying  to  get  my  life  back  together.  I  am  trying  to  go  back  into  the 
work  force  so  I  can  help  my  husband,  and  so  I  can  get  some  hospi- 
talization or  some  health  insurance  for  us. 

I  just  want  to  let  you  know  I  am  thankful  for  my  husband  and 
my  family,  our  doctor,  and  the  Alzheimer's  Support  Group,  because 
without  that,  I  couldn't  have  made  it  for  these  many  years. 

The  Chairman.  Well,  Donna,  it  is  wonderful  to  mention  the  Alz- 
heimer's Support  Group,  and  we  know  the  good  work  that  they  do, 
and  it's  a  credit  to  them  that  they  have  been  able  to  provide  you 
with  the  kind  of  support  that  is  so  essential  for  you. 

As  I  understand,  your  life  savings  have  been  vastly  depleted,  and 
this  is  even  though  Mrs.  Moseley  was  covered  by  Medicare,  and 
eventually  Medicaid.  Is  that  correct? 

Ms.  Van  Tassel.  My  mother— Mrs.  West. 

The  Chairman.  Mrs.  West.  Excuse  me. 

And  even  though  she  had  Medicare,  all  these  other  expenses 
really  came  out  of  your  pocket  and  

Ms.  Van  Tassel.  Well,  at  the  beginning  we  didn't  have  some  of 
this;  we  had  a  lot  of  ambulance  expenses  which,  you  know,  we  paid 
for. 

The  Chairman.  They  are  not  covered,  are  they? 

Ms.  Van  Tassel.  No.  And  then  I  realized  also  that  she  didn't 
have  anything  to  bury  her,  so  my  sister  and  I  decided  to  get  a 
burial  insurance  for  her.  We  knew  we  wouldn't  have  the  money  to 
do  this,  so  this  was  money  every  month  that  we  had  to  take  out. 
And  we  had  to  have  a  weekend  off  once  in  a  while.  To  get  some- 
body to  come  in  was  about  $75  to  $80  a  day,  and  we  would  scrape 
together  some  money  so  that  we  could  get  a  rest  once  a  month — 
that  was  better  than  nothing.  So  that  was  an  expense. 
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She  had  to  have  diabetic  food  and  baby  food  and  things,  and  Hke 
I  said,  we  had  $30,000  in  our  savings  and  by  me  not  being  able  to 
go  to  work  and  help,  it  depleted  our  savings. 

The  Chairman.  Well,  thank  you  very  much.  Donna.  We  admire 
you  and  we  hear  you  and  we  will  work,  as  I  mentioned  to  other 
witnesses,  to  try  and  see  if  we  can't  address  the  situation  which 
has  given  you  such  anxiety,  and  I  am  sure  provided  anxiety  for  the 
other  members  of  the  family. 

Thank  you  very,  very  much. 

Ms.  Van  Tassel.  Thank  you. 

The  Chairman.  I  believe  Mr.  Gates  is  here  now,  is  that  right? 
We  will  now  hear  from  Mr.  Gates — if  that's  OK,  if  that's  satisfac- 
tory? 

Mr.  McCarthy.  That's  fine. 
The  Chairman.  You  stay  right  there. 
Thank  you  very  much. 

Mr.  Gates  is  the  director  of  health  services,  Los  Angeles  County.  , 
He  has  held  this  position  for  several  years.  His  responsibilities  in- 
clude all  the  6  hospitals  and  48  health  centers  operated  by  Los  An-  , 
geles  County.  They  have  an  annual  budget  of  $1.6  billion,  and  pro- 
vide 2.9  million  outpatient  visits  per  year.  You  have  a  very,  very 
important  responsibility,  and  we  look  forward  to  your  testimony 
here  today. 

Earlier  today,  we  had  an  opportunity  to  visit  the  Harbor  UCLA 
Medical  Center.  We  were  enormously  impressed  by  the  challenges 
which  are  presented  to  it,  but  absolutely  inspired  by  the  quality  of 
personnel  that  are  there. 

Mr.  Gates.  There  are  very  excellent  personnel  there  at  that  hos- 
pital. 

I  brought  some  written  testimony  which  I  will  leave  here;  cer- 
tainly I  would  not  wish  to  read  through. 
The  Chairman.  We  will  make  that  a  part  of  the  record. 
Thank  you. 

STATEMENT  OF  ROBERT  GATES,  DIRECTOR,  HEALTH  SERVICES, 
LOS  ANGELES  COUNTY,  LOS  ANGELES,  CA 

Mr.  Gates.  I  thought  I  would  talk  about  three  or  four  major 
problems  that  are  confronting  Los  Angeles  County  at  the  moment. 
One  is  something  you  may  have  heard  about  which  is  the  collapse 
of  our  trauma  system. 

About  4  or  5  years  ago  when  we  put  that  program  together  we 
had  23  trauma  centers  that  cover  the  county,  and  everybody  could 
count  on  being  within  20  minutes  of  the  trauma  center  if  there  was 
some  accident,  or  some  other  incident  that  they  were  involved  in, 
that  they  could  pretty  much  rely  on  being  at  a  trauma  center 
within  that  period  of  time.  Now  we  are  down  to  13  trauma  centers, 
including  three  county  operated.  So  whereas  before  we  had  20  pri- 
vate, three  county,  we  now  have  10  private  and  three  county.  One 
of  the  results  of  that  is  that  there  are  several  large  areas  of  the 
county  where  there  is  no  trauma  coverage,  where  it  would  be  too 
far,  it  would  take  the  paramedics  too  long  to  get  to  a  trauma 
center.  So  we  see  situations  where  people  go  not  to  a  trauma 
center,  but  to  a  normal  emergency  room  and  the  life  saving  capa- 
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bility  simply  are  not  present  anymore.  That  includes  the  area 
around  the  large  airport  we've  got  down  here. 

Somewhat  similar  is  a  problem  relating  to  emergency  room  cov- 
erage, mostly  in  the  inner-city  area. 

The  Chairman.  Before  we  leave  that,  what  do  you  expect  from 
the  trauma  centers  that  continue  to  operate;  do  you  expect  that 
those  will  all  remain  open  now  for  the  next  3  or  4  years,  or  do  you 
have  some  indication  that  there  may  be  further  reduction  in  the 
total  number? 

Mr.  Gates.  There  could  be  further  reduction.  We  are  hoping  that 
the  passage  of  a  cigarette  initiative  here  in  the  State  will  provide 
enough  money  that  we  can  at  least  keep  in  the  system  the  ones 
that  we  have  now.  That  produced — there's  about — oh,  as  much  as 
$40  million  between  physician  fees  and  hospital  fees  that  might 
keep  the  system  together. 

The  underlying  problem  of  this  and  a  couple  other  problems  I'll 
mention,  is  essentially  the  lack  of  insurance  coverage,  where  we 
have  something  like  25  percent — it  may  have  been  mentioned  pre- 
viously— something  like  25  percent  of  the  people  in  the  State  don't 
have  health  insurance,  and  that  is  particularly  focused  in  the 
downtown  area  of  Los  Angeles.  So  we  have  a  lot  of  problems  facing 
the  hospitals,  the  trauma  centers,  because  they  were  collecting 
these  poor  patients  into  their  systems  and  not  being  reimbursed, 
and  when  we  get  to  the  downtown  emergency  room,  the  same  type 
of  situation  where  there  is  too  many  patients  who  simply  are 
unable  to  pay.  That's  the  problem. 

I  might  comment  that  at  one  point  this  was  considered  a  problem 
of  the  poor  people,  and  now  it's  affecting  everybody  in  the  county. 
Anybody  who  needs  trauma  care  or  in  the  central  core  area  emer- 
gency care,  runs  a  risk  that  it's  not  going  to  be  available  because  of 
this  lack  of  insurance  coverage.  In  any  event,  I  am  hopeful 
that  

The  Chairman.  Would  you  explain  that? 

As  I  understand  it,  you've  got  reduced  capacity  and  a  shortage  of 
beds,  so  you  have  increasing  pressure  put  on  these  trauma  centers. 
They  have  less  capacity  to  be  able  to  deal  with  trauma.  Whether 
you  have  insurance  or  whether  you  are  the  wealthiest  person  in 
Los  Angeles  County  with  insurance  or  not,  when  you  come  on  into 
that  trauma  center,  you  will  have  to  wait. 

Mr.  Gates.  Well,  what  happens  is,  as  I  mentioned,  we  have  large 
areas  of  the  county  that  simply  don't  have  a  trauma  center  within 
close  range  for  anybody.  And  that's  because  of  the  added  cost  of 
maintaining  trauma  coverage,  additional  surgical  coverage,  addi- 
tional anesthesia  coverage,  etc. 

Hospitals  fmd  that  it's  simply  not  economical  for  them  to  contin- 
ue, and  that  continuing  on  with  their  trauma  service  may  threaten 
the  entire  existence  of  the  hospital,  and  they  can't  allow  that  to 
happen.  So  they  discontinue  trauma  services,  and  they're  not  avail- 
able for  anybody. 

The  Chairman.  UCLA,  and  other  medical  schools,  are  picking  up 
more  and  more  of  the  costs  of  uncompensated  care;  are  they  going 
to  be  under  similar  kinds  of  pressures  where  people  are  going  to 
have  to  make  some  decisions  at  the  university  level  to  say  we're 
getting  squeezed  as  well? 
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Mr.  Gates.  That's  a  potential  future  problem.  That  has  not  oc- 
curred to  date.  And  one  of  the  things  we  have  seen  is  that  the  hos-  i 
pital  serving  the  more  affluent  areas  that  have  less  of  the  unin- 
sured population,  tend  to  do  better.  So  the  facilities  that  are  still  in 
the  private  sector,  are  either  one  of  two  types.  Either  serving  more 
affluent  areas,  or  had  teaching  programs  before.  So  a  place  like 
UCLA  Medical  Center,  probably  didn't  have  very  much  additional 
cost  to  become  a  designated  trauma  center.  They  already  had  the 
house  staff  there,  etc. 

I  would  certainly  hate  to  see  the  day  when  UCLA  would  not  be  a 
trauma  center. 

Speaking  a  little  bit  more  about  this  emergency  room  situation, 
in  the  downtown  area  we  have  been  seeing  situations  where,  again 
due  to  lack  of  coverage,  hospitals  have  either  closed  or  threatened 
to  close  their  emergency  rooms,  or  something  more  subtle,  we  see 
these  days  that  hospitals  simply  become  closed  and  divert  ambu- 
lances away  from  their  facility  because  it  doesn't  have  capacity 
anymore.  So  we  have  seen  an  increasing  situation  where  hospitals 
either  have  closed  outright,  or  more  threaten  to  do  that,  or  in 
effect  are  closed  and  not  available  for  services.  We  have  been  able 
to  somewhat  keep  that  system  patched  together,  but  it's  a  day-to- 
day situation,  and  I  don't  know  whether  you  have  heard  from  the 
fire  services  yet  or  not,  but  they  have  very  severe  problems  when 
they  pick  up  a  patient  and  try  to  go  to  the  nearest  emergency  room 
and  it's  closed. 

We've  had  situations  where  half  the  hospitals  or  more  in  the 
downtown  area  aren't  accepting  patients.  Usually  that  means  they 
end  up  coming  to  county  hospitals  for  care  because  we  don't  close 
normally.  We  have  some  special  problems  at  some  of  our  hospitals, 
but  we  try  not  to  close  our  own  facilities  if  it's  at  all  avoidable. 

Another  situation  that's  facing  us  now,  that's  increasingly  seri- 
ous, has  to  do  with  obstetrical  care.  It's  another  form  of  emergency 
services,  and  we're  seeing  a  greater  and  greater  number  of  mothers 
coming  into  our  system  to  give  birth  to  the  point  where  we're  pro- 
jecting something  like  46,000  visits  in  our  four  hospitals  that  have 
OB  services  compared  with  a  rated  capacity  of  about  35,000.  So 
we're  running  something  like  30  percent  more  births  in  our  system 
than  our  system  is  designed  to  accommodate,  which  is  placing  an 
intolerable  stress  on  our  staff. 

Some  of  this  relates  to  an  increase  in  the  birth,  the  total  number 
of  births  in  the  county,  but  it  also  seems  to  relate  even  more  to  a 
shift  from  the  private  sector  to  the  county.  And  again  we  see  a 
complexity  of  related  problems  of  patients  who  don't  have  cover- 
age, physicians — maybe  they're  covered  by  the  local  Medicaid  pro- 
gram— but  physicians  are  so  disgusted  with  all  the  procedures  and 
all  the  hurdles  for  payment  and  the  low  payment  rates,  that  they 
are  not  particularly  interested  in  remaining  in  that  program.  And 
once  again,  the  county  ends  up  picking  up  the  burden. 

The  Chairman.  What  is  the  level  of  reimbursement? 

Mr.  Gates.  For  hospitals,  I've  heard  figures  of  50-60  percent  by 
the  Medicaid  program.  For  physicians  they  pay  some  fraction  of 
the  normal  fees,  probably  30-40  percent.  Not  a  lot  of  incentive 
there.  That's  a  current  problem  of  great  concern  to  us. 
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Finally,  Fm  sure  you've  heard  something  about  AIDS  maybe 
today.  I'm  not  sure  whether  you  heard  that  yet  today  or  not,  but 
we're  extremely  concerned  about  the  impact  of  AIDS.  We  started 
out  5  or  6  years  ago  without  really  any  expenditures  for  AIDS  to 
speak  of,  and  right  now  we're  up  to  about  $60  million  a  year.  That 
our  hospital  system  has  about  75  patients  a  day  which  is  small  by 
New  York  standards,  but  is  an  increasing  number  and  is  of  great 
concern  to  us  for  the  future. 

The  Chairman.  Is  that  new  patients  a  day? 

Mr.  Gates.  That's  the  number  of  patients  in  our  system  every 
single  day. 

What  we're  seeing  in  general  is  that  the  private  sector  is  unable 
to  care  for  low  income  patients  for  threatening  their  entire  finan- 
cial survival,  and  the  county  system  is  overburdened,  not  funded 
because  of  various  local.  State  and  Federal  policies,  and  anything 
that  can  be  done  to  improve  that  situation,  would  be  a  great  help 
to  us.  I  think  anything  that  would  provide  more  universal  avail- 
ability of  health  insurance  would  help.  Definitely.  Anything  that 
can  be  done  specifically  for  so-called  disproportionate  share  hospi- 
tals which  are  hospitals  like  ours  that  provide  care  to  the  large 
number  of  poor  people,  would  be  very  much  to  the  point,  and  in 
our  particular  case,  further  Federal  support  of  the  Immigration 
Reform  Act  which  provides  support  for  our  system,  is  something 
that  is  of  particular  concern  to  us.  We  have  a  very  large  number  of 
undocumented  persons  still  in  this  county  and  newly  legalized  im- 
migrants coming  to  us  for  care. 

That's  basically  my  presentation.  I  would  be  happy  to  answer 
any  questions. 

The  Chairman.  Thank  you.  It's  very,  very  helpful. 

What  proportion  of  the  patients  who  receive  care  in  the  county 
system  do  not  have  health  insurance? 

Mr.  Gates.  I  would  estimate  with  no  form  of  health  insurance, 
we're  probably  looking  at  25  percent.  There  is  probably  another  50 
percent  that  are  covered  by  the  Medi-cal  program.  Medicaid  pro- 
gram. A  very  small  percentage — probably  5,  6,  or  7  percent  of  Med- 
icare— the  balance,  insurance  or  payments  come  from  private  indi- 
viduals, and  a  very  large  dependency  on  Federal,  State  and  local 
tax  sources. 

The  Chairman.  Does  the  Department  of  Health  Services  have 
the  capacity  to  care  for  all  the  uninsured  patients  in  Los  Angeles 
County? 

Mr.  Gates.  No  way.  No.  That's  not  a  capability  we  have.  In  the 
past  we  have  had  to  rely  on  the  private  sector,  and  the  private 
sector  has  provided  a  great  deal  of  charity  care  so-called,  and  some- 
thing needs  to  be  done  to  maintain  that  kind  of  capability. 

The  Chairman.  The  number  of  newborn  deliveries  in  county  hos- 
pitals and  contract  facilities  has  greatly  increased  over  the  last 
decade,  and  many  of  the  mothers  do  not  receive  prenatal  care. 

Has  this  resulted  in  higher  rates  of  infant  mortality? 

Mr.  Gates.  We  have  in  the  past  been  able  to  continue  a  down- 
ward trend,  but  with  considerable  difficulty.  One  of  the  things  the 
county  has  done  is  try  to  expand  access,  and  in  the  last  couple  of 
years  we  have  added  a  great  deal  of  capability  so  that  a  mother 
coming  into  our  system  now  need  wait  only  about  2  weeks  for  an 
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initial  visit,  whereas  in  the  past  we  were  looking  at  6,  8,  or  10 
weeks  in  some  cases. 

We  believe  prenatal  care  is  extremely  important,  and  we  made 
an  investment  in  prenatal  care.  In  fact  ironically  that  may  be  one 
of  the  reasons  we  have  so  many  mothers  coming  into  our  system 
now,  is  because  we  have  made  care  available  to  them.  But  we  be- 
lieve that  is  a  very  sound  investment. 

The  Chairman.  Good. 

OK.  Thank  you  very  much.  I  appreciate  your  willingness  to  give 
us  an  overview  on  it.  We  will  make  the  statement  part  of  the 
record. 

Mr.  Gates.  Thank  you. 

The  Chairman.  We  will  hear  from  Captain  Gene  McCarthy  who 
is  the  paramedic  coordinator  for  the  Los  Angeles  County  Fire  De- 
partment. He  was  a  front  line  paramedic  for  13  years,  and  has 
been  the  paramedic  coordinator  for  SV2  years.  He  is  also  the  past 
president  of  the  California  Rescue  and  Paramedic  Care  Association. 

As  I  understand  with  you  is  Bob  Hook  who  has  been  a  front  line 
paramedic  driver  for  the  past  2  or  3  years.  Is  that  right? 

Mr.  McCarthy.  Yes. 

The  Chairman.  As  I  understand,  the  Los  Angeles  County  Fire 
Department  has  360  working  paramedics  on  duty.  And  a  total  of 
1,000  working  paramedics  which  includes  all  the  cities  in  the 
county. 

I  look  forward  to  hearing  from  you. 

STATEMENT  OF  GENE  McCARTHY,  PARAMEDIC  COORDINATOR, 
LOS  ANGELES  COUNTY  FIRE  DEPARTMENT,  LOS  ANGELES,  CA, 
ACCOMPANIED  BY  BOB  HOOK,  PARAMEDIC  DRIVER 

Mr.  McCarthy.  Thank  you  very  much  for  having  us  here  this 
morning. 

The  Los  Angeles  County  Fire  Department  is  but  one  agency  out 
of  31  public  agencies  in  Los  Angeles  County — a  total  of  41  provider 
agencies — providing  advance  life  support  here. 

Within  our  department,  as  you  have  mentioned,  we  have  360 
firefighter  paramedics  working  on  board  squads  responding 
throughout  the  community.  And  we  cover  the  unincorporated  areas 
of  the  county  as  well  as  the  contract  cities  that  contract  for  our 
services.  We  are  a  dual  role  personnel  in  that  we  are  firefighters  as 
well  as  paramedics. 

We  respond  from  fire  stations.  Our  particular  agency  does  not 
transport.  We  do  provide  both  basic  and  advance  life  support. 

We  have  a  very  large  area  to  cover  in  Los  Angeles  County,  and 
of  the  4,000  plus  square  miles,  the  Los  Angeles  County  Fire  Depart- 
ment covers  2,186.  And  that  goes  all  the  way  from  the  very  high 
desert  in  the  Palmdale-Lancaster  area  which  is  rapidly  growing  in 
population,  and  throughout  the  basin  areas  as  well,  and  the  moun- 
tainous areas. 

We  enter  your  homes  and  we  see  the  pain  and  suffering  that 
occurs  each  and  every  day,  365  days  out  of  the  year,  24  hours  a 
day.  And  we  see  the  anguish  and  the  pain  and  the  despair  that 
happens  in  these  families. 
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I  listened  with  interest  this  morning  of  the  people  who  testified 
so  far,  it  is  all  true. 

Our  men  and  women  in  the  L.A.  County  Fire  Department,  and 
the  other  provider  agencies  are  very  interested  in  providing  care. 
They  go  to  work  every  day  and  they  put  their  24-hour  shift  in,  fully 
expecting  to  provide  care  and  assessment  and  treatment  with  their 
physician  brothers  and  sisters  at  the  hospitals  and  nurses,  but  we 
find  it  increasingly  difficult  each  and  every  day  to  do  so. 

I  would  like  to  kind  of  paraphrase  one  of  my  good  friends  in  the 
L.A.  City  Fire  Department — Chief  Alan  Cowan — who  said  that  our 
EMS  system  is  having  a  heart  attack,  and  what  it  needs  is  an  IV  of 
money.  Certainly  system — to  look  at  the  system  and  its  design  and 
so  on  in  the  Department  of  Health  Services  working  feverishly  to — 
as  Mr.  Gates  mentioned — putting  together  programs  to  forestall 
the  eventual — what  some  people  might  say,  the  collapse.  We  need 
money;  we  need  to  address  some  very,  very  important  issues  on 
providing  health  care  here  in  L.A.  County.  Especially  when  we  are 
talking  about  trauma  centers,  hospital  down,  licensure  and  ex- 
tended ETAs — estimated  time  of  arrivals  of  paramedic  squads — to 
the  homes  within  the  community. 

As  we  find  the  population  increasing  and  the  people  are  poorer 
and  sicker,  and  the  drug  abuse  is  more  rampant,  and  more  violence 
in  the  street,  we  find  ourselves  behind  a  rock.  We  need  some  help. 

I  brought  along  Bob  Hook  this  morning,  and  he's  got  some  sto- 
ries— he's  a  front  line  paramedic  today. 

I  spent  some  13  years  in  the  field,  but  I  am  in  an  administrative 
position  now.  I  find  myself  helping  to  put  the  bandaids  on  this 
along  with — and  with  committee  work  and  so  forth — and  so  if  I 
may  introduce  you  to  firefighter  paramedic  Hook. 

Mr.  Hook.  Thank  you. 

I  think  where  I  come  into  play  here  is  I  am  the  one  that  goes  out 
and  picks  up,  you  know,  some  of  the  people  they  have  talked  about 
here  today.  And  it's  very,  very  frustrating  not  to  have  any  place  to 
take  them. 

We  go  to  these  people,  we  stabilize  them,  then  we  get  on  the 
radio  and  call  our  base  hospital  and  find  out— we  tell  them  the  hos- 
pital the  closest  to  us — maybe  4  or  5  minutes  away — and  so  our 
base  hospital  calls  them  and  tells  them  we  have  somebody  to  take 
to  them  that's  critically  ill,  they  say,  no,  we  can't  take  them,  we're 
'  full. 

They  ask  me  to  come  up  with  another  hospital  to  take  thein  to. 
They  cannot  accept  them.  Now  I'm  taking  this  critically  ill  patient 
15  minutes  away.  It's  very  frustrating  in  the  field  that  we  have  no 
place  to  take  these  people.  And  that  transport  time,  they  need  to 
be  in  the  hospital,  not  in  the  back  of  an  ambulance,  especially  at  5 
o'clock  in  the  evening,  you  know  L.A.  traffic,  it's  miserable.  You 
can't  get  there.  And  trying  to  give  care  in  the  back  of  an  ambu- 
'  lance  in  traffic,  is  very  hard,  and  it's  happening  more  and  more. 
We  get  a  critically  ill  victim,  we  have  no  trauma  center.  I 
happen  to  be  one  of  the  people  that  work  where  there  is  no  trauma 
center.  And  you  get  somebody  that's  very  critically  ill  that  needs 
that  trauma  center,  we  have  to  take  them  to  a  hospital  that  may 
only  have  one  physician  on  duty,  and  a  nurse.  They're  not  going  to 
get  that  proper  care,  but  we  have  no  trauma  center  to  take  them 
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to.  And  it's  worse  and  worse.  And  we're  finding  ourselves  as  para- 
medics in  the  field,  our  priority  after  we  stabilize  the  patient,  is  to  j 
get  on  that  radio  and  find  some  place  to  take  them,  because  so 
many  times  we  have  to  wait  5  or  10  minutes  until  we  call  around 
just  to  find  a  hospital  to  take  these  people  to. 
It's  very,  very  frustrating  for  us. 

I  can  sit  here — I  have  numerous  cases — I  don't  want  to  take  your 
time  up  with  them — I  can  tell  you  cases — Would  you  like  to  hear  a 
case? 

The  Chairman.  Sure.  ^ 

Mr.  Hook.  OK.  We  had  a  30-year-old   | 

The  Chairman.  First,  why  is  it  more  difficult  today  than  it  was  3  ] 
years  ago? 

Mr.  Hook.  Before  I  came  here  today,  I  prepared  myself  for  this.  I 
asked  some  paramedics  that  have  been  in  the  field  for  a  while,  i 
Before  you  could  get  a  critically  ill  person  and  head  to  a  hospital  | 
because  you  know  they  would  take  them,  or  you  had  a  trauma  | 
center  that  was  only  5  minutes  away,  you  knew  was  going  to  take 
them.  Now,  trauma  centers  are  few  and  far  in  between.  I  have 
none  within  20  minutes  away.  Hospitals  now  cannot  take  these  pa- 
tients. They  are  at  the  point  now  they  are  in  a  piggy-back  system. 

The  Chairman.  You  said  they  cannot  or  will  not? 

Mr.  Hook.  They  are  completely  full.  They  have  no  room  for  these 
patients.  So  then  you  go  to  hospital  No.  2,  and  if  they  can't  take 
them,  then  you  go  back  to  hospital  No.  1,  and  then  if  you  call  in 
again,  then  hospital  two  has — it's  a  piggy-back  system — they  are  so 
overloaded.  They  cannot  take  these  people.  You  know,  before  it 
wasn't  like  that;  you  could  get  a  critically  ill  person  and  head 
toward  a  hospital  and  more  than  likely  they  would  accept  that  pa- 
tient. Now  we  can't  do  that  because  we  don't  know  where  we're 
going  to  go. 

An  example  here  is  in  fact  the  other  day,  I  had  a  woman  that  I 
was  critically  ill,  in  fact  she  was  a  gunshot  victim.  And  the  closest  ^ 
hospital  was  4  minutes  away.  When  my  partner  got  on  the  radio, 
he  called  and  they  denied  us.  This  lady  had  a  blood  pressure  of  60 
blackout  patient  which  means  she  was  in  severe  distress  and  was 
not  doing  real  well.  She  needed  immediate  attention.  I  had  no  t 
trauma  center.  The  closest  trauma  center  was  probably  25  minutes  ' 
away  on  a  nice  day.  This  was  5  o'clock  in  the  evening.  I  couldn't  ^ 
have  made  it  to  that  trauma  center  in  45  minutes  with  traffic.  \i 

I  told  them  where  my  second  hospital  was;  it  was  about  15  min-  [ 
utes  away.  They  called  that  hospital.  They  denied  me.  They  said  we 
cannot  take  this  patient.  What  am  I  to  do  in  the  field?  I  ended  up 
going  Code  3  for  17  minutes  to  a  third  hospital  to  take  this  patient,  j 
This  patient  passed  on  later  that  night. 

That's  one  example.  I  can  give  you  more.  ) 

Sitting  out  in  the  No.  1  lane  of  the  freeway  waiting  to  find  a  hos- 
pital to  accept  us.  We  don't  know  what  direction  to  go.  You  know, 
we  can't  pick  somebody  up  and  then  start  heading  to  get  them  to  r 
the  hospital  immediately.  There  is  no  place  to  take  them.  And  it's  ^ 
getting  worse  and  worse.  I  have  to  start  giving  two  and  three  hospi-  1 
tal,  you  know,  estimated  time  of  arrivals  because  a  lot  of  times  the  i 
closest  one  is  not — isn't  going  to  accept  this  patient.  And  it's  jeop-  i 
ardizing  the  patients.  That's  down  to  jeopardizing  the  patient.  Plus  ■ 
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it's  jeopardizing  me  going  15-20  minutes  in  an  ambulance,  taking 
me  20  minutes  farther  away  from  my  area  that  I  cover.  Now  it's 
another  20  minutes  back,  and  our  squads  are  so  busy  that  now  if 
you  happen  to  get  hurt  in  my  area  again,  another  squad  is  going  to 
take  20  minutes  to  get  into  my  area.  Now  you're  jeopardizing  those 
people  that  haven't  even  had  any  care  yet.  And  they  are  not  going 
to  be  able  to  get  it  because  there  is  no  time.  There  is  nobody  avail- 
able. I  have  responded  as  long  as  20-25  minutes  to  a  location  be- 
cause that  squad  had  to  go  15-20  minutes  to  another  hospital  and 
we  are  flip-flopping.  We  see  ourselves  flip-flopping  a  lot.  And  it's 
becoming  worse  and  worse. 

Mr.  McCarthy.  I  would  like  to  interject  something  here  if  I  may, 
Senator. 

The  Chairman.  Sure. 

Mr.  McCarthy.  We  have  13  remaining  trauma  centers,  and  it's 
been  said  that's  sufficient,  really,  to  provide  trauma  care  some 
would  say.  However,  they're  not  located  in  the  right  places. 

We  have  two  trauma  centers  in  Long  Beach  about  a  mile  and  a 
half  to  two  miles  apart.  Of  the  original  23  located  around  the 
county,  the  10  dropped  out  leaving  very  large  pockets.  The  receiv- 
ing hospitals  that  firefighter  paramedic  Hook  mentioned,  it  isn't 
that  they  don't  want  to  take  the  patients,  it's  that  they're  so  busy 
with  a  population  growth  that  occurred  in  the  early  1980's,  and 
with  certainly  the  glut  of  uninsured  patients,  or  the  patients  who 
have  come  here  recently,  that  we  have  not  provided  a  method  of 
taking  care  of  Namely  our  new  immigrants  for  example.  We  have 
not  planned  for  that,  and  that's  where  we  failed — our  system. 

The  Chairman.  Let  me  ask  either  one  of  you,  are  you  aware  of 
any  suggestions  that  the  paramedics  should  have  to  determine  the 
health  insurance  status  of  the  patient  prior  to  transport  to  a 
trauma  center? 

Mr.  Hook.  Sir,  I  can  relate  this  to  another  run  where  I  had  a 
gentleman  who  was  hit  by  a  vehicle,  and  I  get  to  the  hospital  and 
the  first  question  was,  does  he  have  a  job.  I  said  I  was  unable  to 
ask  him  that;  he  was  unconscious  at  the  time.  I  mean  that's  hard 
for  us  to  do  that.  We  can't  do  that  in  the  field.  My  concern  is 
taking  care  of  the  patient,  and  it  gets  very  frustrating  with  that, 
I  but  we  have  no  way  in  the  field — and  a  lot  of  times  we  have — we 
I  are  working  on  somebody  and  they  are  crying  because  they  know 
the  health  costs  and  everything  else  is  going  on  while  we're  work- 
ing on  this  patient,  and  our  only  concern  is  the  care  of  that  pa- 
tient. I  don't  care  if  he  doesn't  work,  where  he  works  or  anything 
like  that.  And  that's  not  my  concern  at  that  level.  Now,  when  they 
get  to  the  hospital,  that's  a  different— they  can  handle  that. 

The  Chairman.  But  do  you  ever  have  a  sense  that  you  are  being 
turned  off  because  the  patient  doesn't  have  insurance? 

Mr.  McCarthy.  About  a  month  ago,  two  months  ago,  I  believe, 
the  Emergency  Medical  Service  Commission,  that  question  came 
I  up,  and  they  categorically  turned  it  down,  and  I  was  proud  of  it. 
That's  been  brought  up  around  the  country— Houston,  I  believe, 
the  fire  department— was  asked  to  do  that,  and  they  turned  them 
down— thank  goodness.  That's  not  our  job. 
The  Chairman.  That's  right. 

Mr.  McCarthy.  It's  not  our  job  to  determine  insurance  status. 
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The  Chairman.  But  were  you  being  asked  to  do  that  by  the  hos- 
pital association? 
Mr.  McCarthy.  No,  we  have  not. 

The  Chairman.  The  increase  in  violence  from  drugs  and  gangs — 
has  that  increased  the  need  for  trauma  care? 

Mr.  Hook.  I  can  say  that.  Yes.  I  actually  went  on  seven  gang  re- 
lated— I  guess  you  want  to  call  them  murders,  homicide — I  don't 
know  the  proper  term,  in  one  week  in  my  area.  I  had  no  trauma 
center — they  were  all  gunshot  or  stabbing  victims.  I  had  no  place 
to  take  these  patients  because  I'm  in  a  nondesignated  trauma 
center.  You  know,  I'm  not  to  say  that  they  would  have  survived  if  I 
would  have  had  a  trauma  center  to  take  them  to,  I'll  guarantee 
you  they  would  have  had  a  better  chance. 

You've  got  to  see  a  trauma  center  work  with  the  critical — it's 
amazing.  And  you  take  these  patients  to  the  small  hospitals,  they 
are  not  going  to  get  the  care.  And  our  gunshot  runs  and  our  stab- 
bings  have  gone  way  up.  And  it  is  a  lot  of  gang  related.  I  can  see 
that  in  the  area  I  work  in;  it  is  very  highly  populated  with  gang 
members,  and  it  is  on  the  increase.  You  can  tell  with  the  drugs, 
you  know,  if  the  drugs  are  on  the  increase,  if  there  is  a  new  batch 
in  that  week,  you  are  going  to  have  some  activity,  and  sometimes  it 
goes  rampant — on  a  weekend  you  will  have  5  shootings  in  one 
weekend.  It  is  increasing. 

The  Chairman.  Thank  you,  very,  very  much.  Good  to  have  you. 
You  are  very,  very  helpful. 

For  our  next  witness,  we  have  one  last  witness.  Dr.  Sokolov,  who 
is  vice  president  and  medical  director  for  the  Southern  California 
Edison  Company.  Prior  to  assuming  this  position  3  years  ago  he 
was  an  independent  consultant  on  health  benefits  to  Fortune  500. 

We  are  very  glad  to  welcome  you  here. 

STATEMENT  OF  JACQUE  SOKOLOV,  VICE  PRESIDENT  AND 
MEDICAL  DIRECTOR,  SOUTHERN  CALIFORNIA  EDISON  COMPANY 

Dr.  Sokolov.  Thank  you  very  much.  Senator  Kennedy. 

I  have  provided  testimony  which  is  very  similar  to  the  Pepper 
Commission  testimony  that  we  were  fortunate  enough  to  give  earli- 
er this  month. 

The  Chairman.  Yes.  I  appreciate  it  very  much. 

Dr.  Sokolov.  And  with  your  permission,  I  would  like  to  just  sum- 
marize a  little  bit  the  unique  components. 

First  of  all.  Southern  California  Edison  as  many  of  you  know,  is 
a  large  electric  utility  here  in  the  State  of  California.  We  are  the 
second  largest  electric  utility  in  the  United  States.  But  most  impor- 
tantly from  our  perspective,  we  have  been  extensively  involved  in 
the  health  care  of  our  54,000  employees,  retirees  and  their  families 
for  almost  86  years. 

This  has  taken  the  perspective  of  actually  getting  into  the  deliv- 
ery of  health  care  in  no  small  way.  We  have  clinics  that  handle 
over  100,000  patient  visits  annually.  We  have  one  of  the  largest 
corporate  pharmacies  in  America  filling  250,000  prescriptions, 
making  us  the  third  largest  wholesale  purchaser  of  drugs  in  the 
State  of  California.  And  then  finally,  approximately  a  year  ago,  we 
developed  an  extremely  large  preferred  provider  organization  with 
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7,500  physicians  and  170  hospitals  for  the  Southern  California 
Edison  population. 

This  preferred  provider  organization  even  though  it  is  exclusive 
to  Edison,  is  one  of  the  largest  in  the  United  States — actually  being 
the  seventh  largest  PPO  by  providers. 

From  that  perspective,  we  were  able  to  look  at  our  health  care 
costs  that  had  been  rising  at  close  to  23  percent  per  year,  and  look 
specifically  at  health  care  cost  containment  provisions  that  provid- 
ed an  added  degree  of  accountability  within  the  corporation,  as 
well  as  the  indi\ddual  participants.  This  caused  our  health  care 
cost  along  vdth  the  other  provisions  of  our  plans,  to  drop  from 
rising  at  23  percent  per  year  to  rising  less  than  5  percent  this  year 
from  1988  to  1989. 

We  anticipated  that  these  provisions  would  not  only  provide  the 
accountability  issues  that  were  very  important,  but  allow  us  to  es- 
tablish quality  standards  and  evaluate  issues  that  for  the  most  part 
were  very  important  from  a  corporate,  as  well  as  beneficiary  pro- 
spective. 

The  other  side  of  this  coin  in  terms  of  looking  at  health  care  de- 
livery, does  not  only  include  the  reactive  type  of  health  care,  but 
what  type  of  an  investment  we  were  going  to  make  in  our  people  in 
terms  of  preventive  health. 

One  of  the  areas  that  we  felt  was  somewhat  unusual  and  some- 
what innovative,  was  specifically  the  good  health  rebate  preventive 
health  accounts.  We  have  actually  tied  the  price  of  our  health  care 
premiums  to  five  modifiable  risk  factors  that  we  test  for  each  year. 
Those  individuals  who  do  not  have  one  of  these  five  modifiable  risk 
factors,  or  agree  to  participate  in  a  company  sponsored  program  to 
lower  that  risk  factor,  actually  receive  $120  off  of  their  health  care 
premium.  For  those  areas  that  are  not  specifically  covered  in  the 
health  care  plan,  such  as  obesity  or  smoking,  we  provide  up  to  $100 
in  credits  to  give  that  individual  a  push  in  the  right  direction,  and 
while  participating  in  this  program,  they  then  qualify  for  the  good 
health  rebate. 

We  don't  really  believe  that  is  going  to  help  us  in  the  immediate 
term — quarter  by  quarter,  year  by  year — but  at  some  point  in  time, 
that  investment  in  our  people  will  come  back  to  help  us.  The 
tenure  of  our  population  is  in  excess  of  16  years;  our  turnover  rate 
is  less  than  5  percent;  and  we  feel  that  the  people  who  come  to 
work  for  Southern  California  Edison  will  be  there  for  a  long  period 
of  time  and  they  are  worth  the  investment. 

The  Chairman.  What  are  the  five  risk  factors? 

Dr.  SoKOLOV.  We  look  at  specifically  smoking,  obesity,  choles- 
terol, high  blood  pressure  and  diabetes. 

As  I  mentioned,  the  impact  has  been  significant  this  year,  drop- 
ping our  health  care  expenditures  to  less  than  5  percent  of  an  in- 
crease from  1988  to  1989.  Eighteen  million  dollars  under  our  histor- 
ical trend  on  about  a  $100  million  base.  But  again,  this  is  just  the 
beginning  of  what  needs  to  be  addressed. 

From  a  retiree  standpoint,  we  have  18  percent  of  our  population 
as  retirees.  They  account  for  28  percent  of  our  total  health  care 
costs,  and  the  types  and  diversity  of  services  for  those  retirees  are 
only  growing.  We  needed  to  look  specifically  not  at  just  cost  shift- 
ing, but  actually  doing  things  that  were  a  little  different.  Our  gen- 
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eration  program  where  we  actively  get  involved  and  case  manage 
retirees  in  a  way  that  is  meaningful,  so  that  they  can  access  re- 
sources whether  they  be  social  resources,  welfare  resources  or  med- 
ical resources,  in  a  way  that  are  important. 

We  hired  the  first  geriatric  social  worker  in  corporate  America. 
Doing  this  it  allows  us  to  ascertain  whether  individuals  are  truly 
maximizing  the  resources  they  do  have,  and  in  so  doing,  provide  a 
better  level  of  benefit  for  our  people  than  they  otherwise  might 
have. 

In  addition,  v/e  are  entering  into  Phase  I  with  the  Health  Care 
Financing  Agency  to  look  at  a  Medicare  Insured  Group — or  MIG. 
This  program  is  a  program  where  Edison  has  specifically  adminis- 
tered Medicare  benefits  for  our  Medicare  eligible  beneficiaries. 

Again,  this  is  all  part  of  the  managed  care  program  that  we  have 
evolved  over  the  past  few  years. 

It  is  somewhat  unusual,  and  really  one  of  the  reasons  why  it  is  a 
pleasure  to  be  here  today  is  the  fact  that  Edison  is  just  not  inter- 
ested in  it's  small  universe  of  54,000  people.  We  believe  that  from  a 
business  standpoint,  large  corporations  need  to  take  an  active  role 
in  terms  of  their  responsibility  of  some  of  the  issues  that  have  been 
discussed  here  today. 

We  believe  that  for  the  most  part,  we  do  need  to  have  a  univer- 
sal access  program.  There  is  no  if  s,  and's  or  hut's  about  it.  Our 
people  are  very  fortunate.  They  all  have  health  care.  Everyone  in 
our  corporation  has  health  care  that  is  provided  by  Southern  Cali- 
fornia Edison.  There  are  obviously  large  groups  of  individuals  that 
don't  have  that  benefit. 

We  believe  that  there  are  four  components  in  terms  of  looking  at 
the  access  issue  that  are  critical.  We  think  that  first,  there  should 
be  an  expansion  of  employment  related  health  benefits.  Second,  in- 
clusion of  employee  cost  sharing  and  utilization  control  mecha- 
nisms once  this  access  is  provided.  Third,  establishment  of  a  uni- 
form provider  payment  level  so  that  people  know  what  the  maxi- 
mum amounts  of  dollars  they  will  pay  for  goods  or  services  are 
before  they  actually  need  them.  And  then,  fourth,  there  has  to  be 
an  adequate  equitable  financing  mechanism  so  that  when  one  looks 
at  providing  access,  there  actually  is  funding  in  place  so  that  these 
programs  are  not  there  in  an  under-funded  and  don't  meet  the 
goals  or  objectives  for  which  they  were  established. 

Finally,  in  conclusion,  we  basically  come  to  the  perspective  that 
we  can't  really  dig  a  hole  and  ignore  the  problem  any  longer.  It  is 
an  area  that  from  a  business  standpoint  we  have  to  become  in- 
volved with.  From  the  social  consciousness  standpoint  we  have  to 
understand  truly  what  parameters  exist.  And  it  is  our  feeling  that 
we  strongly  urge  that  your  proposals  incorporate  these  cost  con- 
tainment mechanisms  and  payment  reform  necessary  to  assure 
that  universal  access  becomes  physically  sound,  permanent  reality 
in  the  United  States. 

The  Chairman.  Very  good.  It  is  very  difficult  to  take  issue  with 
your  testimony. 

Let  me  ask,  what  kind  of  health  insurance  package  do  you  pro- 
vide. The  benefit  package  we  have  been  talking  about  in  Congress 
and  the  Senate  is  rather  a  bare  bones  package.  We  would  not  pro- 
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vide  many  services  that  are  currently  covered  in  some  employer's 
plans. 

What  is  your  package?  I  don't  know  whether  you  are  familiar 
.vith  the  services  that  we  have  included  in  our  mandated  program. 

Dr.  SoKOLOV.  Yes.  I  reviewed  them  before  this  morning.  They  are 
not  entirely  dissimilar  to  what  we  already  do  provide.  When  one 
looks  at  our  indemnity  plan  program  which  is  what  we  call  health 
flex,  it  is  a  stand  alone  flexible  health  care  benefit.  We  have  exten- 
sive benefits  that  are  the  same  for  outpatient  services,  inpatient 
services,  preventative  health  care  that  I  have  outlined  extensively, 
obviously  prenatal,  well-baby  care — all  the  things  that  you  would 
anticipate  seeing.  But  there  is  really  a  very  important  point  that 
jomes  about  with  this  benefit  package,  and  I  think  it's  one  that  we 
all  need  to  consider. 

Every  single  person  of  these  54,000  people  who  participate  in  the 
health  flex  plan,  do  spend  a  small  amount  of  money  for  their 
health  care.  Edison  covers  90  percent  of  the  cost,  but  every  single 
individual  pays  for  10  percent  of  these  dollars  that  are  expended. 
This  creates  a  partnership  between  the  company  and  the  individ- 
ual in  terms  of  understanding  that  you  cannot  just  blatantly  go 
and  use  services  when  you  truly  don't  need  them.  At  the  same  time 
those  services  are  very,  very  accessible  and  very  ready  for  individ- 
uals who  do  need  them  at  the  time  of  need. 

The  Chairman.  Let  me  ask  you,  have  you  done  an  evaluation  as 
to  whether  cost  sharing  discourages  patients  from  using  services 
that  might  be  necessary  and  essential? 

Dr.  SoKOLOV.  It's  a  very  interesting  situation,  because  the  culture 
of  that  is  such  that  the  company  has  largely  provided  health  care 
for  many  years,  and  it  is  very  much  a  situation  where  the  individ- 
ual employee  believes  that  the  company  really  has  them  as  a  pri- 
mary interest,  and  it  does.  In  terms  of  actually  looking  at  utiliza- 
tion patterns  for  either  numbers  of  dollars  expended  per  incident 
or  actual  frequency  of  diagnoses,  there  is  unequivocal  evidence,  and 
ve  are  going  through  again  the  first  year  of  full  implementation, 
that  the  number  and  frequency  and  the  cost  per  frequency  of  oc- 
currence, is  going  down  within  the  system.  Now,  keep  in  mind 
there  was  a  large  portion  of  this  population  that  had  free  health 
care  before  this  took  place. 

The  Chairman.  Do  you  think  the  various  measurements  and  as- 
sessments of  obesity,  cholesterol,  hypertension  and  diabetes,  could 
be  built  into  a  national  program? 

Dr.  SoKOLOV.  Absolutely.  I  think  issues  of  preventative  health 
that  specifically  are  under  the  control  of  individual's  own  discre- 
tion, have  to  be  built  into  the  premium  structures  as  long  as  the 
individuals  can  afford  it.  It's  obviously  not  viable  if  individuals 
cannot  afford  basic  preventative  services  to  penalize  them  for  not 
doing  modifiable  risk  factor  types  of  programs.  Having  said  that, 
for  that  population,  they  obviously  should  be  incorporated  into  the 
appropriate  issue  so  that  they  do  not  cause  more  such  as  prenatal 
and  all  the  other  issues. 

The  Chairman.  How  do  you  tell  whether  somebody  stops  smok- 
ing or  not? 

Dr.  SoKOLOV.  We  actually  do  carbon  monoxide  testing,  again,  an- 
nually. We  did  almost  12,000  tests  last  year. 
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The  Chairman.  I  will  have  to  keep  that  in  mind. 
Dr.  SoKOLOV.  Let  me  tell  you.  These  tests  are  quite  extensive, 
Senator. 

The  Chairman.  I  notice  that  your  costs  are  only  going  up  at  5 
percent.  Is  that  correct? 
Dr.  SoKOLOV.  That's  correct. 

The  Chairman.  Do  you  think  you  can  hold  that;  are  your  projec- 
tions about  that  level? 

Mr.  SoKOLOV.  No,  I  don't  believe  so.  I  think  again  this  year  we 
are  very  fortunate.  We  are  probably  the  largest  corporation  in 
America  with  over  $100  million  in  spending  that  will  keep  it  under 
5  percent.  But  realistically,  we  believe  that  again  as  we  have  men- 
tioned here  this  morning,  we  don't  swim  in  the  stream  alone,  and 
we  believe  that  our  health  care  costs  will  be  under  10  percent  for 
next  year,  but  there  is  no  doubt  that  eventually  the  issue  of  access, 
cost  shifting,  all  the  things  we  have  mentioned  today,  will  impact 
us  in  a  way  that  are  truly  not  controllable  from  our  perspective. 

The  Chairman.  Do  you  attribute  the  low  employee  turnover  in 
your  company  because  you've  got  good  health  benefits? 

Dr.  SoKOLOV.  It's  part  of  a  total  employment  package  that  makes 
people  want  to  stay  at  Southern  California  Edison. 

The  Chairman.  I  think  that  is  probably  certainly  true. 

Are  you  able  to  leverage  the  expenditures  you  mentioned — $100 
million — in  ways  to  get  better  bargains? 

Dr.  SoKOLOV.  Absolutely.  That  was  the  primary  reason  we  put  to- 
gether this  preferred  provider  organization.  Seventy-five  hundred 
doctors  and  70  hospitals  are  under  contract  to  Southern  California 
Edison,  so  that  we  know  how  much  we  will  pay  for  health  care 
goods  and  services  before  those  health  care  goods  and  services  are 
actually  needed  by  our  people.  And  in  so  doing,  we  have  felt  that  of 
the  total  $18  million  in  savings,  about  38  percent  of  those  savings 
are  actually  coming  from  economies  and  provider  contracts — doc- 
tors, hospitals,  etc. 

The  Chairman.  Do  you  think  that  is  applicable  at  a  national 
level  as  well? 

Dr.  SoKOLOV.  Absolutely.  As  long  as  it  is  applicable  across  the 
Nation,  that  will  decrease  variability.  The  other  proviso  is  that 
when  one  looks  specifically  at  fee  schedules  or  limitations  of  pay- 
ment, that  those  payment  levels  be  realistic,  not  like  Medicaid  and 
not  like  some  of  the  others  that  are  just  unequivocally  too  low. 

The  Chairman.  Let  me  ask  you,  do  you  think  that  the  Federal 
Government  might  similarly  leverage.  We  purchase  great  quanti- 
ties, certainly  in  terms  of  drugs  and  we  have  not  been  effective  at 
leveraging  these  dollars.  The  VA  has  not  been  effective  in  using 
economies  of  scale  to  try  and  leverage  that,  to  try  and  provide 
some  savings. 

Do  you  really  believe  that  can  be  

Dr.  SoKOLOV.  Absolutely.  In  fact  Edison  has  leveraged  that  size 
issue  far  beyond  it's  real .  purchasing  power.  Even  though  $100  mil- 
lion is  a  large  amount  of  money  in  terms  of  the  health  care  envi- 
ronment, it  doesn't  compare  to  the  Federal  Government  or  the  VA. 

Having  said  that,  our  pharmacy  is  probably  the  best  example. 
We  fill  a  quarter  of  a  million  prescriptions  annually;  the  third  larg- 
est wholesale  purchaser  of  drugs  in  the  State  of  California;  40  per- 
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cent  below  average  wholesale  price.  We  translate  those  savings  to 
our  people.  We  charge  them  a  minor  administrative  fee  and  then 
they  get  the  cost  of  the  drugs. 

The  Chairman.  I  would  like  to  put  you  in  charge  of  our  whole 
health  care  system — but  I'm  not  in  position  to  do  it. 

We  want  to  thank  you  very  much.  We  will  be  calling  on  you.  We 
value  your  advice  to  the  Pepper  Commission.  Southern  California 
Edison  deserves  a  great  commendation.  Really,  it  is  corporate  lead- 
ership at  its  best  in  terms  of  this  issue.  You  have  demonstrated 
what  can  be  done,  and  obviously  have  stated  that  it  should  be  done, 
and  I  think  that  is  really  enormously  refreshing. 

I  just  want  to  commend  you  and  the  corporation  for  what  they 
do.  And  I  think  it  adds  enormous  credibility  in  terms  of  their  pos- 
ture and  positions  on  many  different  issues;  someone  that  really 
cares  about  people. 

We  thank  you  very  much. 

Dr.  SoKOLOv.  Thank  you.  Senator. 

The  Chairman.  We  want  to  thank  all  of  you  very  much,  for  your 
courtesy,  and  for  your  attention,  and  the  committee  stands  in 
recess. 

(Whereupon,  at  12:30  p.m.  the  committee  adjourned,  subject  to 
the  call  of  the  Chair.) 


HEALTH  CARE  CRISIS  IN  INDUSTRIAL  AMERICA 


WEDNESDAY,  DECEMBER  13,  1989 

U.S.  Senate 
Committee  on  Labor  and  Human  Resources 

Maplewood,  MO. 

The  committee  met,  pursuant  to  notice,  at  10  a.m.,  in  the  Maple- 
wood  Baptist  Church,  Maplewood,  MO,  Senator  Edward  M.  Kenne- 
dy (chairman  of  the  committee)  presiding. 

Present:  Senator  Kennedy. 

Opening  Statement  of  Senator  Kennedy 

The  Chairman.  Good  morning.  The  committee  will  be  in  order. 

I  want  to  first  of  all  say  what  a  real  pleasure  it  is  to  be  back  here 
in  St.  Louis  and  to  be  here  at  the  Maplewood  Baptist  Church.  I  am 
very  appreciative  to  all  those  people  who  have  been  so  helpful  in 
making  the  arrangements  for  our  hearing  this  morning  and  having 
an  opportunity  to  bring  into  our  Senate  Labor  and  Human  Re- 
sources Committee  record,  the  stories  that  we're  going  to  hear  from 
hardworking  American  families  in  the  heartland  of  this  country. 

And  I  wanted  to  say  what  a  real  pleasure  it  is  to  be  with  a  distin- 
guished congressman  and  someone  who  I've  had  the  good  opportu- 
nity to  call  a  friend  for  many,  many  years.  It's  over  20  years  since 
he's  been  in  the  Congress  of  the  United  States,  the  chairman  of  im- 
portant committees  that  effect  the  health  care  of  the  people,  not 
only  of  his  constituency  and  the  people  of  this  State  but  of  the 
country.  Bill  Clay  is  a  very  special  individual  and  a  very  special 
congressman.  The  people  of  St.  Louis  are  fortunate  to  have  him 
and  they  keep  sending  him  back  to  Congress.  I  consider  it  a  real 
personal  honor  today  to  have  a  chance  to  visit  with  him  and  learn 
'  with  him  some  of  the  real  challenges  of  working  families  in  this 
community. 

And  what  we  learned  here  is  really  replicated  in  communities  all 
over  this  country.  This  is  a  continuation  of  our  trip — the  Labor  and 
Human  Resources  Committee  trip  that  will  take  us  across  the 
country.  It  started  in  Boston  the  earlier  part  of  this  week,  and  then 
to  Bronx-Lebanon  Hospital  to  look  at  some  of  the  impact  on  a 
major  urban  hospital  and  what  was  happening  in  New  York  is 
I  being  replicated  all  over  the  city. 

We  travelled  yesterday  out  to  Los  Angeles  and  visited  some  of 
the  county  hospitals  out  there  that  are  providing  extremely  impor- 
tant health  care  services  for  needy  people,  so  many  of  them  who 
lack  insurance  and  see  the  burdens  on  community  hospitals.  In 
fact,  10  of  the  trauma  centers,  those  are  the  centers  that  deal  with 

(119) 


120 


emergencies — whether  they  may  be  a  heart  attack,  or  violence,  or 
accidents  on  the  highway — are  closing  down  because  of  the  reduc- 
tions in  the  coverage  for  health  insurance. 

And  now,  we've  come  really  to  the  heartland  of  this  country — 
the  heartland  of  Industrial  America  to  listen  to  working  families 
who  are  really  the  backbone  of  this  Nation  to  find  out  whether  the 
health  care  system  is  working  for  them  or  working  against  them. 
And  I  think  we'll  hear  from  some  of  the  witnesses  that  are  here 
today  about  how  hardworking  men  and  women  are  facing  chal- 
lenges themselves,  their  loved  ones,  their  family.  And  we  will  see 
how  the  system  is  working  to  their  disadvantage  in  so  many  in- 
stances. 

And  then  we'll  continue  down  to  Sparta,  GA,  to  review  what's 
happening  out  in  Rural  America. 

So  this  has  been  enormously  valuable  and  helpful  to  me  who  has 
had  a  longtime  concern  with  the  quality  of  health  care;  who's  had 
a  sister  who  is  mentally  retarded  and  knows  the  great  attention 
that  is  necessary  for  a  child  or,  in  this  case,  an  older  sister  that 
needs  some  very  special  help;  who  had  a  son  who  spent  a  good  deal 
of  time,  close  to  2  years,  in  chemotherapy  and  lost  a  limb  to  cancer. 
We  were  able  to  get  the  best  in  terms  of  health  care  as  a  member 
of  the  U.S.  Senate  and  with  my  own  resources.  And  I  will,  hopeful- 
ly, enjoy  the  100th  birthday  of  my  mother  next  July.  [Applause.] 

She  has  been  sick  for  some  years,  but  she  enjoys  her  children, 
although  those  of  us  who  are  her  children  think  that  she  likes  the 

great-grandchildren  even  a  little  better  than  her  children  

[Laughter.] 

The  Chairman  [continuing].  Particularly  the  three  of  them  that 
are  named  Rose,  after  her.  So  we  know  what  it  has  meant  for  her, 
as  for  my  father  who  lived  7  years  after  a  stroke.  We've  been  able 
to  provide  what  we  would  call  home  care — long-term  care,  and  do  it 
in  a  way  that  has  provided  dignity  for  her  and  the  members  of  the 
family,  and  how  meaningful  it  has  been  to  all  of  us  to  see  that  she 
has  been  able  to  experience  that  kind  of  good  care  during  her 
senior  years.  And  yet,  we  find  that  millions  of  Americans  are 
denied  it.  We  find  the  extraordinary  need  for  it.  We  have  the 
growth  of  the  uninsured  in  our  country,  the  need  for  long-term 
care,  the  explosion  and  out  of  control  costs  of  our  health  care 
system  that  is  enormously  wasteful  in  so  many  ways.  In  many 
parts  of  the  country,  we  see  the  expanding  substance  abuse  and 
AIDS  which  is  weighing  the  system  down.  We  really  have  a  health 
care  system  in  crisis,  and  we're  looking  forward  to  finding  out 
today,  what  the  impact  is  on  working  families. 

[The  prepared  statement  of  Senator  Kennedy  follows:] 

Prepared  Statement  of  Senator  Kennedy 

The  Chairman.  I  want  to  thank  all  of  you  for  giving  me  such  a 
warm  welcome.  The  ''Show  Me"  State  is  certainly  showing  me  the 
warmth  and  generosity  for  which  the  people  of  Missouri  are  well- 
known— it  is  as  obvious  and  as  beautiful  as  the  gateway  arch  that 
welcomes  us  to  St.  Louis. 

Congressman  Bill  Clay  and  I  are  here  to  focus  on  the  problems  of 
the  current  health  care  system,  which  have  reached  crisis  propor- 
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tions  for  all  Americans.  In  the  past  2  days,  I  have  visited  several 
cities  to  investigate  the  health  care  crisis  in  America  as  it  affects 
children,  the  elderly  and  citizens  without  health  insurance.  We 
also  have  seen  the  devastation  of  drugs,  AIDS  and  the  collapse  of 
the  hospital  system  on  the  East  and  West  coasts. 

This  morning,  we  will  be  discussing  the  burden  on  working  men 
and  women,  millions  of  whom  must  face  the  pressures  of  raising  a 
family  and  caring  for  loved  ones  without  the  protection  of  health 
insurance. 

Twenty-three  million  workers  and  their  families  have  no  health 
insurance  at  all.  Their  lack  of  access  to  even  rudimentary  health 
care  can  scar  them  for  life  physically — and  ruin  them  financially. 
Right  here  in  St.  Louis,  there  are  more  than  140,000  men,  women 
and  children  who  have  no  health  insurance  at  all. 

This  broad  lack  of  coverage  is  also  putting  such  severe  strains  on 
the  health  care  system  that  many  hospitals  are  facing  collapse. 

Sixty  million  other  Americans  have  insurance  so  inadequate  that 
they  could  be  wiped  out  by  serious  illness.  The  fear  of  changing 
jobs  or  losing  jobs  and  losing  health  insurance  too,  becomes  a  night- 
mare that  threatens  countless  working  families  across  the  country. 

Working  Americans  are  the  strength  of  our  country — they  de- 
serve better  treatment  from  the  country  that  depends  on  their 
labor. 

Today,  we  will  hear  from  people  who  have  encountered  the  hard- 
ship of  making  ends  meet  without  medical  protection  for  them- 
selves or  their  families. 

The  Hoffman  family  should  be  able  to  live  comfortably  on  the 
two  incomes  of  both  working  parents.  Instead,  the  illness  of  a  child 
has  left  them  with  staggering  medical  bills  that  they  may  never 
overcome. 

Jason  Berretta  cannot  climb  trees  or  play  football  like  other  chil- 
dren because  he  was  born  with  cerebral  palsy  and  epilepsy.  Insur- 
ance is  unavailable  for  children  like  Jason — despite  the  fact  that 
epilepsy  can  be  controlled  in  85  percent  of  the  victims. 

We  will  also  hear  testimony  from  the  people  on  the  front  lines  of 
the  crisis.  Edna  Dell  Weinell,  director  of  a  family  care  center  in 
this  area,  is  one  of  Missouri's  leading  advocates  for  the  medical 
needs  of  working  and  poor  families.  Betty  Jean  Kerr,  executive  di- 
I  rector  of  the  People's  Health  Centers,  runs  two  top-rated  communi- 
ty health  centers  in  the  area— one  of  which  we  just  visited  across 
the  street. 

Workers  here  with  no  job-based  insurance  face  a  cruel  choice  be- 
tween private  coverage  they  cannot  afford  and  gambling  with  their 
family's  health  and  financial  future.  ''Don't  get  sick  in  America," 
we  tell  them,  "because  we'll  ruin  you  if  you  do." 

From  the  perspective  of  hospitals  and  physician,  the  choice  is 
equally  difficult— turn  uninsured  patients  away,  provide  charity 
care  and  pass  on  the  costs  to  patients  who  can  pay. 

In  my  opinion,  health  care  should  be  a  basic  right  for  all  Ameri- 
cans, not  just  an  expensive  privilege  for  the  few.  No  workers  in 
America  should  be  denied  the  fundamental  right  to  health  care  be- 
cause their  employers  won't  provide  it. 

Finally,  one  of  the  most  troubling  aspects  of  the  current  crisis  is 
the  devastating  impact  on  children.  Every  child  in  America  de- 
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serves  a  healthy  start  in  life.  But  too  many  don't  get  it  because 
their  parents  can't  afford  it — and  society  won't  provide  it. 

One  in  every  5  children  in  America  today — 12  million  children  in 
all — have  no  health  insurance  coverage. 

Forty  percent  of  poor  children — more  than  5  million  children 
below  the  poverty  line — have  no  coverage. 

In  light  of  these  facts,  in  light  of  these  human  tragedies,  the  only 
thing  that  is  unacceptable  is  to  do  nothing.  I  am  honored  to  be  here 
in  Maplewood,  and  I  look  forward  to  this  hearing  as  part  of  the 
effort  that  is  needed  to  persuade  Congress  that  it  is  time  for 
reform. 

I  hope  that  Congressman  Clay  would  say  a  word  at  the  start  of 
our  hearing,  and  then  we'll  do  what  we've  come  out  to  do  and  that 
is  to  listen  to  our  witnesses  and  not  to  us. 

STATEMENT  OF  WILLIAM  CLAY,  A  U.S.  CONGRESSMAN  FROM  THE 

STATE  OF  MISSOURI 

Congressman  Clay.  Thank  you.  Senator,  and,  certainly,  we  want 
to  thank  you  as  a  community  for  coming  here  to  bring  forth  the 
kind  of  publicity  we  need  to  get  this  legislation  passed. 

This  crowd  is  indicative  of  the  appreciation  that  the  people  in  St. 
Louis  have  for  your  concern  for  health  issues,  and  also,  we  wish  to 
thank  you  for  what  you  have  been  doing  nationally  in  spearhead- 
ing this  fight. 

We  all  know  that  the  No.  1  problem  in  this  country  is  access  to 
health  care.  We  spend  more  money  than  any  other  country  in  the 
world  on  health  care  and  we  receive  less  in  return  than  those  other 
countries. 

We're  grateful  that  you  have  come  here  to  conduct  this  hearing 
this  morning.  My  committee  has  conducted  a  series  of  similar  hear- 
ings in  the  past  6  months  and  we're  in  a  position  now  where  we're 
about  ready  to  mark  the  bill  up  and  report  it  out  for  passage.  I 
think  we've  got  substantial  support  on  both  sides  of  the  aisle  for 
your  bill,  Senator,  from  the  Republicans  and  from  the  Democrats. 
So,  hopefully,  we  will  be  able  to  pass  a  meaningful,  universal, 
health  coverage  bill  next  year  when  we  go  back  into  session.  Thank 
you. 

The  Chairman.  Thank  you  very  much.  Your  statement  is  enor- 
mously helpful. 

Now  we  will  proceed  to  our  witnesses. 

We  have  always  recognized  that  it's  extremely  difficult  to  talk 
about  one's  health  needs,  and  what  one  has  been  through  with 
their  family.  I  think  that  that's  something  that  all  of  us  under- 
stand. If  we  have  sickness,  or  illness  in  our  families,  we'd  rather 
keep  that  as  a  real  private  matter,  and  I  think  that's  endemic  in 
terms  of  our  American  character.  So,  it's  really  asking  a  lot  of 
these  families  to  be  able  to  share  their  experiences  with  us  as  we 
are  asking  today.  But,  we  want  them  to  know  how  valuable  that 
information  is  for  our  colleagues  and  we  want  them  to  know  that 
that  kind  of  experience  is  really  being  replicated  in  every  commu- 
nity, every  village,  town,  and  city  in  this  country.  And  so,  we  hope 
to  be  able  to  build  the  kind  of  a  wave  which  will  be  irresistible  in 
terms  of  providing  health  coverage  programs  for  our  citizens. 
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So,  we'll  move  right  t  : 
lat  have  faced  medical 
:ice.  They  represent  the  inc 


ee  families 
- _  any  insur- 
fifficulties  facing  working  men 


[id  women  across  the  country. 

Brigett  McDaniel,  a  young  woman  who  was  recently  diagnosed 


being  unable  to  afford  a  private  ^  .ui,  but  is  ineligible  for  sub- 
dized  care. 

Neal  Baretta  is  the  father  of  two  children.  His  son  has  cerebral 
palsy  and  epilepsy.  Because  private  insurance  will  not  provide  cov- 
erage, his  son  is  severely  restricted  from  normal  childhood  activi- 
ties. 

And,  Edward  and  Paige  Hoffman  will  testify  about  a  tragic  acci- 
ent  that  happened  to  their  son.  Their  testimony  will  focus  on  the 
npact  of  a  family  when  this  kind  of  tragedy  strikes. 

We're  glad  to  have  you  all  here  with  us  this  morning.  And  well 

art  off  with  Brigett  McDaniel. 

Ms.  McDaniel. 

STATEMENTS  OF  BRIGETT  McDANIEL,  ST.  LOUIS,  MO;  NEAL  BAR- 
ETTA,  KANSAS  CITY,  MO;  AND  EDWARD  AND  PAIGE  HOFFMAN, 
JENNINGS,  MO 

Ms.  McDaniel.  Good  morning,  Senator.  Approximately  2  years 
?o,  I  went  to  a  county  clinic  and  I  was  told  that  I  had  asthma 

hich  they  treated  me  for,  for  approximately  4  months. 

After  which — after  seeing  that  I  wasn't  getting  any  better,  I 
sought  a  private  physician  who  did  a  chest  x-ray  the  same  day  in 
his  office,  and  I  was  told  that  I  had  a  shadow  on  my  lung,  and  that 
it  was  possibly  cancerous  and  that  I  needed  to  have  a  biopsy  done. 

At  the  same  time  I  was  told  those— I  was  asked  if  I  had  insur- 
ance, and  told  that  if  I  didn't  have  insurance,  I  would  not  be  able 
to  be  treated  for  this  by  him.  At  the  time,  I  stated  that  I  was  a 
graduate  student,  and  I  thought  that  I  was  covered  by  school  insur- 
ance and  that  it  should  pay  for  his  fee  and  any  hospital  fee  that  I 
should  incur. 

So  at  that  point,  he  put  me  into  a  hospital  and  I  was  seen  by  a 
pulmonary  specialist  where  they  did  a  biopsy  and  they  found  that 
the  tumor  wasn't  malignant.  I  was  then  sent  back  to  the  private 
physician  and  started  on  a  cortico  steroid  to  shrink  the  tumor. 

At  this  point,  I  found  out  that  the  insurance  that  I  thought  that 
I  had  would  only  cover  one-third  of  my  bill  leaving  me  with  a 
$6,000  balance  to  the  hospital,  as  well  as,  $1,000  balance  to  the  pri- 
vate physician,  and  other  accounts  with  the  specialist  that  I  was 
seeing. 

It  was  at  this  point  that  I  stopped  seeing  the  private  physician 
because  his  fee  also  was  between  $250  to  $400  per  visit  and  I 
couldn't  afford  it  since  the  insurance  only  paid  one-third  of— per 
account  or  per  accident,  so  it  was  no  longer  going  to  pay  on  this 
disease.  So  I  stopped  seeing  him. 

And  he  sent  my  account,  as  well  as  my  hospital  accounts,  to  a 
collection  agency  who  began  to  call  me,  harass  me,  and  threaten 
me,  and  I  was  told  that— I  offered  to  make  arrangements  to  make 


with  a  disease  of  her  immune  sy~ 


8's  caught  in  a  dilemma  of 
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a  payment  of  $30  a  month  and  I  was  told  that  that  was  not  suita- 
ble, nor  was  it  seen  as  a  good  faith  effort. 

I  explained  to  them  my  financial  situation  and  that  I  was  a  stu- 
dent and  I  intended  to  try  to  get  this  balance  down. 

I  was  told  that  I  needed  to  make  a  minimum  payment  of  $150  to 
$200  a  month  to  get  this  paid  off,  and  that  I  should  have  thought 
about  all  of  this  before  receiving  treatment. 

So  it  was  after  this — I  wasn't  sure  exactly  where  to  go,  so  I 
simply  discontinued  taking  my  medication  on  my  own.  I  didn't 
want  to  incur  any  other  debts  and  I  wasn't  sure  how  I  was  going  to 
pay  these,  so  I  simply  stopped  all  treatment. 

This  led  to  me  being  taken  to  an  emergency  room  where  I  was 
told  that  I  needed  to  see  a  physician,  that  I  shouldn't  have  stopped 
taking  the  medication,  and  I  was  referred  to  another  clinic  that 
would  treat  me  based  on  my  income. 

So  I  started  treatment  there  where  I  saw  a  pulmonary  specialist 
and,  based  on  my  income,  each  visit  was  $10  a  month  with  a  copay- 
ment  of  a  dollar  per  prescription.  This  was  great;  I  was  finally  get- 
ting medical  treatment. 

My  problem  now  is  that  my  husband  has  been  employed — he's  fi- 
nally found  a  job  fulltime  and  he's  eligible  for  insurance  within  3 
months.  And  I  cannot  be  covered  by  that  insurance  since  this  is  a 
pre-existing  disease,  and  I  will  have  to  go  back  to  paying  full  cover- 
age for  any  medical  expenses  from  here  on  out  because  he  is  in- 
sured, and  he  does  have  a  fulltime  job,  and  it's  based  on  your 
income. 

So  now  I'm  faced  with  another  problem  of  exactly  where  I  should 
go  or  what  I  should  do  because  I  know  that  not  only  do  I  have  to 
pay  these  previous  bills  that  I  already  had,  but  I  have  to  come  up 
with  the  money  now  to  pay  for  any  medical  services  that  I  continue 
to  get. 

The  Chairman.  Well,  this  is  obviously  a  matter  of  incredible  con- 
cern. 

The  issue  of  a  pre-existing  condition  is  something  which,  I  think, 
has  to  be  troubling  all  families  who  have  a  member  of  the  family 
that  has  some  kind  of  illness  and  sickness  over  which  they  have  no 
control. 

My  son,  Teddy,  for  example,  who  had  cancer  when  he  was  12 
years  old  and  has  recovered,  can  never  buy  insurance  in  the 
United  States  of  America  for  the  rest  of  his  life  because  of  the 
same  kind  of  pre-existing  condition  clause.  Just  can't  buy  it.  You're 
out.  It's  something  you've  had  absolutely  no  control  over  and 
you're  out. 

Students  are  faced  with  other  problems.  Most  of  those  student 
programs  that  have  insurance  usually  cover  one  instance  per  dis- 
ease or  illness,  and  don't  cover  future  treatments.  So  you  have  ex- 
hausted your  coverage  after  the  first  treatment. 

You  have  a  husband  who's  obtained  work  which  has  health  in- 
surance. You're  excluded  because  of  the  pre-existing  condition  and 
you  don't  qualify  for  Medicaid. 

You're  denying  yourself  the  kind  of  medical  treatment  which  the 
doctors  who  you  have  talked  to  said  is  important  to  treat  your  con- 
dition. And  yet,  you  and  your  husband  are  faced  every  single  day 
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vrAh.  the  anxiety  of  working  and  coping  with  the  various  challenges 
;  of  life  and  caught  in  this  extraordinary  gap. 

i  It  seems  the  only  people  that  look  like  they're  happy  are  those 
collection  agencies  which  is  one  of  the  fastest  growing  industries  in 
the  country.  That  says  a  lot  about  us.  The  fact  that  collection  agen- 
cies are  thriving  is  part  of  the  dilemma  in  terms  of  how  our  system 

,  is  structured. 

I  Congressman  Clay  and  I  have  a  belief  that  if  you  can  work,  want 
to  work,  are  working,  you  ought  to  be  covered.  And  if  you  can't 

jj  work  or  you  have  a  disability  you  shouldn't  face  the  kind  of  anxie- 
ty which  you're  going  through. 

Bill,  at  any  time  you  want  to  comment. 

Congressman  Clay.  I  look  forward  to  hearing  the  statements. 

The  Chairman.  OK.  We'll  move  right  along,  if  we  could,  to  Neal 
Baretta  and  his  family.  Mr.  Baretta,  would  you  like  to  tell  us  a 
||!  little  bit  about  your  family.  You're  a  father  of  two  children,  isn't 
that  right? 

Mr.  Baretta.  Yes,  sir.  I  have  a  son  that's  11  years  old  now. 
Jason,  at  3  months  old,  was  diagnosed  of  having  cerebral  palsy  and 
a  seizure  disorder  which  is  commonly  known  as  epilepsy. 

At  the  time  he  was  hospitalized,  we  had  a  major  medical  insur- 
ance through  an  auto  plant  in  Kansas  City  which  covered  all  of  his 
\\   illnesses.  Due  to  the  economy,  I  was  laid  off  with  that  auto  plant 
and  the  insurance  ceased. 

At  the  time,  we  did  not  know  that  Jason  could  not  be  insured,  so 
we  went  out  and  we  tried  to  find  an  insurance  company  that  would 
cover  my  son  for  his  disability,  and  they  told  us  no  way.  We  con- 
tacted probably  14  or  15  different  insurance  companies.  They 
wouldn't  even  talk  to  us. 

Then  he  was  hospitalized  with  seizures  again  at  about  the  age  of 
9  months,  and  we  had  no  insurance.  The  bills  were  coming  in — 
$30,000  to  $40,000. 

We  didn't  know  who  to  turn  to  at  the  time,  so  we  started  asking 
around  to  fmd  some  help.  Luckily,  we  were  told  to  notify  or  ask 
help  from  Missouri  Crippled  Children's  Fund  which  is  a  State 
agency  and  taxpayers  foot  the  bill.  You  are  limited  to  income.  If 
you  go  over  a  certain  income,  they  won't  cover  you. 
I  So  they  went  back  and  they  paid  up  the  back  bills,  and  we  felt 
like  that  our  son  was  getting  better,  but  he  didn't.  He  proceeded  to 
go  back  in  and  out  of  the  hospital.  The  Missouri  Crippled  Children 
kept  picking  up  the  bill. 

You  have  to  realize  that  when  I  say  Missouri  Crippled  Children 
picks  up  the  bill,  they  only  pick  up  the  bill  for  his  seizures  and  his 
CP  and  nothing  else.  So,  if  he  goes  out  and  he  breaks  a  leg  or  he 
goes  out  and  he  falls  and  he's  hospitalized,  I'm  without  insurance. 
In  turn,  would  financially  devastate  me  because  hospital  costs  now- 
j  a-days  are  so  high,  with  my  income,  I  couldn't  afford  it.  I  just 
j     couldn't  afford  it. 

f  So  Jason  is  11  now,  and  he  wants  to  do  what  11-year-old  boys 
would  like  to  do— play  baseball,  play  football,  soccer,  ride  a  skate- 
board. He  can't  because  he  doesn't  have  any  insurance.  How  do  you 
tell  an  11-year-old  boy  that  he  can't  do  normal  things?  It's  hard. 
We  have  a  hard  time  telling  him  this,  but  his  neurologists  say 
Jason  is  normal.  He  has  no — he  has  one  problem.  He's  normal.  He 
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has  a  slight  problem;  he  has  seizures.  They're  controllable  by  medi- 
cation, but  insurance  companies  don't  realize  that.  They  put  some- 
thing over  your  head  like  seizures  or  any  other  disability  and  you 
have  leprosy.  They  won't  insure  you.  They  won't  talk  to  you,  but 
he's  still  normal.  And,  I  feel  like  it's  an  unjust  to  us  as  parents;  it's 
an  unjust  to  Jason  because  he  cannot  get  insurance  for  the  rest  of 
his  life,  and  he  deserves  and  people  deserve  that  right.  Thank  you. 
Senator. 

The  Chairman.  Now,  I  understand  that  both  you  and  your  wife, 
Debbie,  work  fulltime? 
Mr.  Baretta.  Yes,  sir. 

The  Chairman.  And  neither  job  provides  health  insurance,  is 
that  right? 
Mr.  Baretta.  Yes,  sir. 

The  Chairman.  And,  both  of  you  are  working  fulltime,  and  you 
have  purchased  health  insurance  at  a  cost  of  $250  per  month. 
Mr.  Baretta.  Yes,  sir. 

The  Chairman.  But,  that  only  covers  you,  your  wife,  and  your 
daughter,  is  that  right? 
Mr.  Baretta.  Yes,  sir. 

The  Chairman.  And  that's  an  extremely,  costly  program. 

Mr.  Baretta.  Senator,  excuse  me.  When  we  were  living  in  St. 
Louis,  I  was  employed  as  a  laborer  which  had  a  major  medical 
health  insurance  program.  They  wouldn't  cover  Jason.  They  ex- 
empted him.  It's  not  only  the  private  individual  policies,  it's  also 
the  group  health  care  that  refuse  coverage. 

The  Chairman.  As  Congressman  Clay  pointed  out,  we  are  trying 
to  deal  with  the  coverage  aspect. 

I'm  very  hopeful  that  we're  going  to  pass  the  American  for  Dis- 
abilities Act  which  will  change  attitudes  towards  those  who  are 
considered  to  be  ''disabled".  In  our  society,  we  need  to  address  the 
attitude  and,  more  importantly  with  the  discrimination  against 
people  with  physical  or  mental  impairment.  They  should  certainly 
be  a  part  of  the  mainstream  of  American  life.  We  have  passed  the 
bill  in  the  Senate  and  I'm  confident  that  they  will  pass  the  bill  in 
the  House,  as  well. 

We  have  a  Congressman  who  is  an  epileptic  in  the  U.S.  Congress 
who  has  had  an  important  and  distinguished  career.  He  speaks 
about  this  problem  with  great  eloquence. 

We  still  have  attitudinal  roadblocks  in  our  society  which  are  re- 
flected in  a  variety  of  different  ways.  We're  going  to  do  whatever 
we  can  to  eliminate  these  problems. 

Congressman  Clay.  Let  me  say,  also.  Senator,  that  the  points  you 
made  are  the  ones  that  we  intend  to  cover  in  the  legislation  that 
we  pass  out. 

I  think  it's  shameful  for  a  country  as  rich  as  ours  to  permit  these 
kinds  of  things  to  go  on,  and  it's  an  indictment  of  the  Government, 
of  the  Congress,  and  of  the  presidency  of  this  Nation,  that  two 
people  working  fulltime  don't  have  any  health  coverage  and  can't 
get  it.  I  think  as  a  minimum  this  government  is  obligated  to  make 
people — who  employ  other  people — to  give  certain  kinds  of  minimal 
protections  and  adequate  insurance  is  one  of  the  protections  that 
ought  to  be  in  any  bill  that  we  pass.  I  will  be  attempting  to  put  it 
into  a  bill  that's  going  to  come  out  of  the  House. 
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The  Chairman.  Very  good.  Thank  you,  Congressman. 

Mr.  Baretta,  I  know  it's  a  difficult  thing  to  discuss,  but  what  does 
Jason  say  to  you  when  you  tell  him  he  can't  go  out  and  play  with 
his  friends?  What  does  that  do  to  you  emotionally?  How  does  he 
sort  of  react  to  it? 

Mr.  Baretta.  It  upsets  him.  He  don't  understand,  but  then,  he 
knows  he's  limited  of  what  he  can't  do  and  what  he  can  do.  But  he 
forgets,  and  he  comes  back  and  he  asks  the  same  question.  It  just — 
it's  hard  to  describe;  you  have  to  be  there  and  see  his  face  when  he 
comes  home.  He  came  in  the  house  last  week  and  said,  "1  want  to 
play  basketball."  And  I  said,  you  know,   Jason,  you  can't." 

The  Chairman.  Is  that  Jason  right  over  there?  Do  you  want  to 
stand  up,  Jason?  We're  glad  to  have  you  here.  You  look  pretty  fit 
to  me.  Are  you  a  basketball  player? 

Jason  Baretta.  Uh-huh.  I'd  love  to  play  basketball. 

The  Chairman.  Yes.  I  bet  you'd  be  pretty  good  at  it,  too. 

Do  you  have  any  heroes  on  the  basketball  teams? 

Jason  Baretta.  Magic  Johnson. 

The  Chairman.  Magic  Johnson.  [Laughter.] 

Larry  Byrd  up  there  a  little  bit?  [Laughter.] 

OK.  Jason,  we  appreciate  your  coming  here.  I  think  you  have  a 
sense  of  the  anxiety  and  the  love  which  your  parents,  clearly,  have 
for  you.  We  have  a  real  responsibility,  as  the  Congressman  pointed 
out,  trying  to  do  something  about  it. 

Do  you  want  to  introduce  the  rest  of  your  family?  Ms.  McDaniel, 
is  your  husband  here? 

Ms.  McDaniel.  No,  he  isn't. 

The  Chairman.  Well,  that's  fine. 

Mr.  Baretta,  do  you  want  to  introduce  your  family? 

Mr.  Baretta.  This  is  my  wife,  Debbie,  the  better  half  that  sup- 
ports  

The  Chairman.  Good. 

Mr.  Baretta  [continuing.]  Jason  better  than  I  do. 
The  Chairman.  Stand  up,  Debbie,  and  is  there  anyone  else  from 
your  family? 

Mr.  Baretta.  And  that's  my  daughter,  Kristina,  she's  gone 
through  the  difficulties,  also. 

The  Chairman.  Very  good.  We're  glad  you're  here.  Thank  you 
very  much. 

Mr.  and  Mrs.  Hoffman,  we'll  be  glad  to  hear  from  you. 

Mrs.  Hoffman.  My  name  is  Paige  Hoffman  and  my  husband's 
name  is  Ed.  We  have  two  children,  Eddy,  who  is  7  years  old,  and 
Autumn  Marie,  who  is  5  years  old. 

On  July  29  of  this  year,  our  son  Eddy  was  struck  by  lightening  in 
our  backyard.  It  was  a  near  fatal  accident,  and  we  are  told  you 
have  more  of  a  chance  of  winning  the  lottery  than  you  do  getting 
struck  by  lightening.  We  were  also  told  he  was  not  likely  to  sur- 
vive. He  was  burned  a  little  over  50  percent  of  his  body  with  second 
and  third  degree  burns  and,  as  a  result,  had  to  have  a  blood  trans- 
fusion. He  was  kept  stabilized  by  being  put  on  a  life  support  system 
and  was  listed  as  critical  for  4  weeks. 

Eddy  was  in  the  hospital  for  approximately  6  to  7  weeks,  and  it 
is  estimated  that  his  stay  in  the  intensive  care  unit  was  approxi- 
mately $3,800  a  day.  Being  treated  mostly  as  a  burn  patient,  some 
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special  equipment  had  to  be  flown  into  the  hospital.  The  financial 
counselors  at  the  hospital  estimated  that  his  bill,  alone,  will  be  in 
excess  of  $200,000.  We  have  already  paid  $10,000  to  $15,000  of  pri- 
vate bills  and  doctors  services  that  were  not  included  in  the  hospi- 
tal bill  through  a  trust  fund  set  up  by  our  local  police  department. 

My  husband,  Ed,  and  I  were  both  employed  at  the  time  of  the 
accident,  however,  neither  employer  gave  us  access  to,  or  provided 
health  insurance.  Because  Eddy  was  critical  for  nearly  30  days,  my 
husband  and  I  were  unable  to  work  at  that  time.  Due  to  this  and 
financial  problems  within  the  company,  itself,  my  husband  lost  his 
job.  My  employer  gave  me  an  open  leave  of  absence,  but  because  of 
the  severity  of  our  son's  health  problems,  I  have  been  unable  to 
return  to  work. 

Currently,  my  husband  is  working  part-time.  We  still  have  been 
unable  to  afford  health  insurance,  but  when,  and  if,  we  are  able  to 
afford  it,  it's  doubtful  that  we'll  be — ever  be  able  to  insure  Eddy.  In 
addition,  if  we  were  able  to  afford  insurance,  it  would  knock  out 
Eddy's  State-aid  which  is  still  pending. 

In  some  ways,  we  have  been  fortunate  in  that  our  community 
had  a  trust  fund  set  up  at  Boatman's  Bank  to  help  with  Eddy's 
medical  bills  which  I  spoke  of  earlier.  However,  this  has  caused  nu- 
merous problems  with  Eddy's  Medicaid  and  Social  Security  benefits 
regarding  his  eligibility. 

Eddy's  prognosis  has  not  been  encouraging.  Little  is  known  about 
this  type  of  lightening  case  because  most  of  the  people  who  have 
been  hit  this  hard  have  not  survived,  but  we  are  still  hopeful.  Ther- 
apy has  helped  dramatically  in  helping  his  recovery,  however,  it 
has  been  slow  and  gradual.  We  don't  know  how  long  he  will  need 
treatment  or  how  long  we  will  be  able  to  continue  the  therapy  due 
to  his  State-aid  being  unknown  and  directly  related  to  his  trust 
fund. 

The  Chairman.  Mr.  Hoffman  were  you  employed  fulltime  at  the 
time  of  the  accident? 
Mr.  Hoffman.  Yes,  sir. 

The  Chairman.  You  didn't  have  any  insurance? 
Mr.  Hoffman.  I  did  not  have  insurance. 

The  Chairman.  And  then  you  lost  your  job  due  to  the  amount  of 
time  you  spent  in  the  hospital. 

Mr.  Hoffman.  Right.  We  lived  at  the  hospital  for  quite  some 
time. 

The  Chairman.  As  I  understand  it,  you  worked  for  that  company 
for  12  years. 

Mr.  Hoffman.  Right.  We  used  to  have  insurance,  but  it  was 
lapsed  5  or  6  years  ago,  and  we  never  gained  it  back  again. 

The  Chairman.  This  is  one  of  the  trend  lines  that  we  are  seeing. 
What's  happening  is  that  we  are  seeing  increasing  numbers  of  un- 
insured people  in  our  country. 

Are  you  currently  able  to  work  part-time? 

Mr.  Hoffman.  Right.  I'm  finding  jobs  here  and  there. 

The  Chairman.  Mrs.  Hoffman  used  to  work  two  jobs,  as  I  under- 
stand it? 

Mrs.  Hoffman.  That's  correct. 
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The  Chairman.  Yes.  Neither  job  provided  health  insurance  and 
she  had  to  quit  both  those  jobs  to  care  for  your  son  at  home,  is  that 
right? 

[No  audible  response.] 

The  Chairman  [continuing.]  Let  me  ask  you,  what  options  for 
care  were  available  to  you?  Why  did  you  make  the  decision  to  care 
for  your  son  at  home? 

Mrs.  Hoffman.  The  only  option  that  they  left  to  us  was  either  to 
pull  the  plug  on  his  life  support  system  and  take  our  chances,  or 
institutionalize  him. 

The  Chairman.  That's  not  much  of  a  choice. 

Mrs.  Hoffman.  We  could  see,  you  know,  respond — him  respond- 
ing to  our  voices  and  different  stimuli.  Whereas,  the  doctors  that 
didn't  know  him  couldn't  see  these  gradual  things.  And  I  didn't 
feel  he  would  get  the  attention  that  he  would  need  to  come  out  of 
this  in  an  institution  where  somebody  didn't  even  know  him.  Eddy 
was  always  a  quiet  and  shy  child;  he's  not  going  to  respond  to 
somebody  he  doesn't  know. 

The  Chairman.  That's  an  incredible  choice  for  any  individual,  let 
alone  a  parent. 

Congressman  Clay.  What  kind  of  treatment  is  he  getting  now? 

Mrs.  Hoffman.  Currently,  he  gets  therapy  4  times  a  week,  occu- 
pational and  physical  therapy.  As  far  as  medications  and  that  kind 
of  thing,  the  only  medication  he  is  on  is  for  his  high  blood  pressure. 
The  center  that  controls  his  blood  pressure  was  damaged  from  the 
electricity,  and  he  needs  that  medication  to  keep  it  stable.  And  he 
has  a  nurse  that  comes  by,  through  Visiting  Nurses  Association, 
once  a  week  to  regulate  his  blood  pressure. 

Congressman  Clay.  How  do  you  pay  for  the  medication? 

Mrs.  Hoffman.  Right  now.  United  Way  has  been  helping  us  a 
lot.  They've  picked  up  for  the  Visiting  Nurses  Association  and  the 
therapist. 

Mr.  Hoffman.  And  the  St.  Louis  Variety  Club  has  helped  quite  a 
bit,  too. 

Mrs.  Hoffman.  With  his  equipment— his  wheelchair,  and  a 
wheelchair  ramp,  and  bath  chair,  and  that  kind  of  thing. 

The  Chairman.  I  think  all  of  us  are  filled  with  admiration  for 
what  the  voluntary  agencies,  like  the  United  Way  do.  They  are  ab- 
solutely superb.  But  they  cannot  possibly  meet  all  the  needs  of  the 
increasing  number  of  people  with  medical  problems.  Do  you  ever 
get  out  for  a  while?  Are  you  ever  able  to  go  to  a  movie? 

Mrs.  Hoffman.  We  got  out  today. 

Mr.  Hoffman.  We're  here. 

The  Chairman.  Yes,  this  is  real  entertainment.  [Laughter.] 

Mr.  Hoffman.  We  get  out  every  now  and  then. 

Mrs.  Hoffman.  Not  often. 

Mr.  Hoffman.  It's  seldom. 
*       Mrs.  Hoffman.  Usually  when  he  gets  home,  I  fly  out  the  door, 
and  when  I  get  home,  then  he  goes  out  the  door. 

Mr.  Hoffman.  If  we  get  out,  it's  usually  one  or  the  other  goes 
out. 

The  Chairman.  Yes. 

Mrs.  Hoffman.  Yes,  we  don't  usually  get  out  both  at  the  same 
time.  That's  unusual. 
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Tht>  CiiAiKMAN  W!u>n  you  wert>  workiii^^,  did  you  vxcv  iiuiuiic  of 
yi>U!  <>inpli»ytMs  il  hraUh  msm.uur  was  .'ivnilnhlt''* 

Ml  llv>i<KM.VN  WcW.  iilttM  wi'  were  Ciuurlcd  [>  or  (>  yonrs  n^o,  yos, 
I  ptMsislt'tl  to  iislv  hini  loi  sovornl  yt^nis  it  wt»  could  cwi  got 

n»suiiu»i"t>  hark,  Inwaust'  wo  iDiiKt  not  attord  it  ourst*lvos. 

VUc  CuAUtMAN.  Yt\s 

Mr  lli>FKMAN.  Hut  it  in^vtM  i-anu*  an>untl. 

(\>n>;rossinaT>  Ckay  Wow  many  tMnpU>yoos  wore  working;  with 
you? 

Mt  Hoffman  Wt'll.  my  hoss,  ni  ouc  i\i\u\  had  it  uiuloiiu*at h  a 
gn>up  plan  whu  h  thtMr  was  pi'ohahly  si\  pt\>plo  umloriioat li  the 
plai\  ht^tort*  it  was  i-am-oUul.  and.  atttM  tl\at,  ovoryhody  lost  thoir 
iusurana*  and  m>  oitt*  t*viM-  y,oi  it  hack. 

Tho  CuAUiMAN  You  havo  a  5-yeaiM)ld  daughter? 

Mi-s.  lU^FFMAN.  Yos, 

Tho  Cmaujman.  Mow  has  your  daughter  reacted  to  the  accident? 

Mi"s  Hoffman.  She  hasn't  done  real  well.  She's  doing  hotter 
now  Her  just  ahi>ut  her  only  playmate  was  Kddy.  you  know,  so 
she's  kind  ot"  K)st  Sht*  iicH^sn't  have  a  lot  of  there's  not  a  lot  of 
young  kids  in  our  neighhorhood  that  are  her  age  that  she  can  play 
with,  and  the  ones  that  are  her  age  go  to  school.  And  she's  not  in 
schwl  vet,  so  she's  home  prettv  much  of  the  afternoon  hv  her- 
self  

The  CiiAiKMAN  Yes 

Mrs  Hoffman  |continuing. ]  And.  you  know,  with  me  taking  care 

of  Kddy,  I  have  little  tin\e  to  

The  OuAiKMAN.  That's  right. 

Mi-s.  Hoffman  Spend  what  time  1  would  normally  be  spending 
w  ith  her. 

The  OiiAiKMAN.  IX>  you  have  any  Siivings? 
Mrs.  Hoffman.  We  have  a  little 
The  CuAiKMAN.  Yes 

Mi*s.  Hoffman.  My  father  passed  away  in  the  last  o  yeaT*s.  so  T 
have  some  money  left  over  from  his  insurance. 

The  C^iAiKMAN.  IXvs  the  tact  that  you  face  these  bills  affect  your 
crtxiit  rating? 

Mr.  Hoffman  We  dent  knew  that  Invause  we  haven't 
really  

Mi-s  Hoffman.  W\>  haven't  run  into  that  yet, 
Mr.  Hoffman.  W\^  haven't  gone  to  purchase  anything  where  we 
would  ntxxi  a  crtxiit  rating 

Mi-s.  Hoffman.  Yes.  [Laughter.) 

The  Chaikm.an.  How  is  he  doing.'  Is  he  miproving'.' 

Mi-s  Hoffman.  He's  gi*adually  improving. 

The  Chaikman.  Yes. 

Mn?.  Hoffman.  He  will  r^^s^vnd  to  your  voice  now.  He  laughs 
He  cries.  He  can't  speak,  but  he  dcvs  get  a  few  words  out.  He  can 
say  "Mom",  and  **Dad'\  and  "Don't  ".  and  No  ",  and  "Stop",  and 
"Ouch",  and  

The  Chairman.  Ice  creani? 

Mrs.  Hoffman.  No. 

The  Chairman.  He  doesn't  say  that? 

Mr.  Hoffman.  I'd  like  to  hear  him  say  that. 
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Mrs.  Hoffman.  Our  biggest  thrill  was  when  he  really  laughed 
and  started  smiling,  because  the  doctors  told  us  that  he  would 
never  be  able  to  respond  to  us.  And,  of  course,  he  isn't  holding  an 
intelligent  conversation  

The  Chairman.  Right. 

Mrs.  Hoffman  [continuing.]  With  us,  but  at  least  he's  responding 

to  the  point  

The  Chairman.  Right. 

Mrs.  Hoffman.  To  where  we  know  that  he  understands  what 
we're  sa>dng. 

Mr.  Hoffman.  We,  at  least,  feel  that  he's  getting  better. 
Mrs.  Hoffman.  Yes. 

The  Chairman.  Well,  it's  a  great  tribute  to  both  of  you. 

Congressman  Clay.  Mr.  Hoffman,  your  case  points  up  the  need 
for  another  piece  of  legislation  that  we're  trying  to  pass  and  that's 
the  Family  and  Medical  Leave  Act  which  would  have  required  your 
employer  to  give  you  some  leave  in  your  situation. 

Mr.  Hoffman.  Right. 

Congressman  Clay.  The  bill  would  assure  that  you  could  get 
your  job  back  at  the  end  of  that  leave.  So,  there's  a  lot  of  legisla- 
tion related  to  health  care  that  we  need  to  pass. 

The  Chairman.  That's  an  excellent  point. 

As  the  Congressman  pointed  out,  we're  the  only  industrial  socie- 
ty that  doesn't  provide  paid-parental  leave.  Legislation  that  is 
pending  in  Congress  would  permit  up  to  13  weeks  for  a  child  that  is 
ill,  or  sick,  or  for  an  adopted  child.  You  would  not  get  paid,  it 
would  just  enable  you  to  get  your  job  back  after  the  leave.  The 
number  of  people  that  are  losing  their  jobs,  as  Mr.  Hoffman  has,  is 
absolutely  astounding.  I  don't  think  any  of  us  in  this  room  would 
think  that  people  get  fired  because  they  have  a  sick  child  at  home 
and  they've  gone  back  to  take  care  of  him,  but  it's  happening.  And 
it  shouldn't  happen. 

Mrs.  Hoffman.  I  don't  know  too  many  people  that  could  go  to 
work  knowing  that  any  day  or  any  minute  that  your  child  could  be 
gone.  I  don't  know  of  too  many  people  that  could  go  back  to  work 
with  that  weighing  on  their  minds. 

The  Chairman.  We  agree  that  health  insurance  should  be  a 
right.  In  addition,  no  parent  should  have  to  make  a  choice  between 
the  job  that  they  need  and  the  child  that  they  love. 

Mr.  Hoffman.  Right. 

The  Chairman.  And  that  ought  to  be  something  that  we  as  a  so- 
ciety ought  to  be  able  to  accept  as  well.  I  mean  it's  not  a  radical 
concept.  It's  a  humane,  decent,  compassionate  one  which  we 
haven't  embraced  yet,  but  we  shall. 

Thank  you.  I  want  to  thank  all  of  the  panelists  for  sharing  your 
experiences.  You  all  deserve  enormous  credit  for  your  perseverance 
and  caring  for  the  people  that  you  love.  I  think  it  presents,  more 
eloquently  than  the  Congressman  or  I  could  state  in  speeches,  what 
the  real  needs  are  in  our  society.  I  thank  all  of  you,  Ms.  McDaniel, 
Mr.  Baretta,  and  the  Hoffman  family. 

Mr.  Baretta.  Thank  you. 

Mr.  Hoffman.  Thank  you.  Senator. 

Ms.  McDaniel.  Thank  you. 

The  Chairman.  Thank  you  very  much. 
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Our  next  panel  are  two  experts  who  are  on  the  front  lines  of  pro- 
viding medical  care  to  the  uninsured. 

Betty  Jean  Kerr  is  the  director  of  the  People's  Health  Centers, 
one  of  which  we  visited  this  morning.  Shell  discuss  the  problem 
facing  the  uninsured,  the  trends  she  sees,  the  difficulties  in  finding 
the  necessary  expert  care  for  the  uninsured. 

Edna  Dell  Weinel  is  the  director  of  the  Family  Care  Center. 
She'll  provide  testimony  from  a  statewide  perspective  of  the  unin- 
sured problem  based  on  her  personal  experience  at  the  center 
which  serves  a  large  number  of  working  people. 

Now,  Betty  Jean. 

STATEMENTS  OF  BETTY  JEAN  KERR,  EXECUTIVE  DIRECTOR, 
PEOPLE'S  HEALTH  CENTER,  INC.,  ST.  LOUIS,  MO;  AND  EDNA 
DELL  WEINEL,  EXECUTIVE  DIRECTOR,  FAMILY  CARE  CENTER 
OF  CARONDELET,  CARONDELET,  MO 

Ms.  Kerr.  Thank  you,  Senator  Kennedy. 

First,  let  me  convey  to  you  both,  personally  and  on  behalf  of  the 
population  we  serve,  our  appreciation  for  your  kind  invitation  to 
appear  before  you  today  on  this  important  matter. 

I'm  sure  that  our  perspective,  based  on  local  conditions  and  indi- 
vidual needs  of  our  patients,  will  help  you  fully  understand  the 
near  desperation  and  frustration  felt  by  health  centers  across  the 
country  as  attempts  to  care  for  those  in  need  are  thwarted  by  para- 
lyzing burden  of  the  current  piecemeal  approach  to  receiving 
health  benefits  for  many  families. 

The  Federally-funded  community  health  centers  were  established 
in  the  mid-1960's.  It  is  comprised  of  community  primary  care  cen- 
ters operated  by  community-based,  not-for-profit  corporations  who 
service  low  and  moderate  income  communities  plagued  with  nu- 
merous and  medical — numerous  medical  needs  with  a  minimal 
compliment  of  medical  providers.  Presently,  over  600  community 
health  and  migrant  health  centers  are  the  main  source  of  health 
care  for  nearly  one  million — six  million  Americans  which  include 
1.5  million  women  of  childbearing  age  and  2  million  children. 

My  centers  were  created  under  Federal  legislation  to  provide  pri- 
mary care  services  to  low  and  moderate  income  families  in  which 
there  are  not  enough  available  primary  care  physicians  and  pro- 
grams. One  center  is  located  in  the  city  of  St.  Louis  and  the  other 
center  is  located  in  St.  Louis  County.  Last  year,  15,000  patients 
were  seen  which  resulted  in  60,000  visits  at  our  centers.  Const 
quently,  we  see,  firsthand,  the  impact  of  inadequate  health  insur- 
ance coverage  on  the  utilization  of  health  care  services. 

Specifically,  it  is  clear  that  uninsured  and  under-insured  individ- 
uals face  significant  barriers  in  maintaining  their  health  which  in- 
clude the  following: 

Limited  access  to  care,  particularly  maternal/child  services; 

Inability  to  comply  with  drug  therapy  due  to  the  cost  of  prescrip- 
tion drugs; 

A  general  reluctance  to  use  primary  and  preventive  health  serv- 
ices; and 

A  reliance  on  the  emergency  room  as  a  regular  source  of  care. 
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The  inadequately  insured  population  that  uses  our  health  centers 
fall  into  three  broad  categories. 

The  first,  low  income  persons  with  no  public  or  private  health  in- 
surance. This  group  comprises  30  percent  of  the  users  of  People's 
Health  Centers,  Incorporated,  and  is  composed  primarily  of  women 
and  children.  Of  this  group,  approximately  16  percent  are  working, 
but  have  no  coverage  provided  by  their  employers. 

The  second  category  is  the  employed  individuals  with  inadequate 
health  insurance  coverage.  This  group  represents  approximately  15 
percent  of  the  population  we  serve.  Generally,  these  individuals  are 
covered  by  policies  that  exclude  or  place  high  deductibles  on  pri- 
mary care  services,  payments  for  prescription  drugs,  and  for  dental 
care,  and  unfortunately,  many  times,  they  think  they  have  ade- 
quate coverage. 

And  then  the  low  income,  elderly  Medicare  beneficiaries  who 
lack  supplemental  health  insurance  and  are  not  covered  by  Missou- 
ri Medicaid.  Our  centers  have  seen  a  considerable  increase  in  the 
percentage  of  low  income  elderly  users,  and  in  1988,  this  group  ac- 
counted for  11  percent  of  all  of  our  patients. 

And,  finally,  we  know  that  there  are  inadequately  insured  per- 
sons who  may  not  be  low  income,  but  who  are  at  risk  of  becoming 
medically  indigent  if  struck  by  high  costs  of  illness  or  accident,  as 
you  just  heard  from  one  of  the  witnesses.  There's  no  real  debate 
about  the  fact  that  the  lack  of  affordable  health  care  has  reached 
crises  proportions  affecting  all  of  us.  Uninsured  and  under-insured 
people  suffer  with  serious  untreated  health  problems  often  because 
they  avoid  seeking  health  care  from  traditional  institutions  until 
an  emergency  crises  arises.  I'll  demonstrate  this  for  you,  and  I'm 
giving  you  three  examples  from  the  People's  Health  Centers,  but 
we  could  give  hundreds  and  hundreds. 

Recently,  a  30-year-old  woman,  mother  of  four  children,  living 
with  her  employed  husband  with  no  health  insurance,  presented 
with  facial  numbness  at  the  county  site  of  which  we  toured  this 
morning.  She  was  referred  to  the  emergency  room,  was  seen  there 
and  sent  home  without  being  diagnosed  with  a  problem. 

Our  physician — and  I'll  name  her  because  you  met  her  this 
morning  on  the  tour — Dr.  Michaels,  a  very  committed  physician  at 
the  county  site,  followed  up  on  this  patient,  called  her  at  home  and 
said  what  happened  at  the  ER?  She  found  that  the  patient  had  not 
been  diagnosed,  and  was  sent  home  with  no  care. 

She  then  made  an  appointment  at  the  neurology  clinic  and  sent 
her  there.  She  was  seen  and  sent  home  the  second  time  without 
being  diagnosed  or  treated. 

Dr.  Michaels  followed  up  on  her  for  the  second  time.  She  then 
through  her  political  pull  got  this  patient  into  one— private  clinic 
in  one  of  the  private  hospitals  for  a  workup  of  which  she  was  diag- 
nosed as  having  a  brain  tumor. 

She  was  then  followed  by  Dr.  Michaels,  again,  and  she  was  sent 
back  to  the  previous  place  of  where  you — she  was  sent  to  the  neu- 
rology clinic,  and  then,  with  the  diagnosis  of  brain  tumor,  received 
surgery,  has  had  the  tumor  removed,  and  is  now  recovering.  It  took 
10  days  to  take  this  severe  case  into  care  before  it  became  a  cata- 
strophic illness  for  this  mother  of  four  children. 
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A  second  case  was  a  middle-aged  under — uninsured  man  who 
worked  for  a  construction  company  for  many  years  never  receiv- 
ing— never  being  insured  by  his  employer,  stayed  at  home  until  he 
had  lost  50  pounds,  came  into  the  center  very  weak,  was  diagnosed 
with  cancer,  lived  for  IV2  years,  was  seen  in  the  hospital  on  many 
occasions,  and  eventually  died.  And  this  is  an  example  of  the  pa- 
tient staying  at  home  until  they  become  severely  ill  before  they 
will  come  and  get  free  care. 

And  the  other  is  of  a  pregnant  woman  who  works  and  is  unin- 
sured. When  called  about  her  prenatal  visits,  she  will  tell  the  nurse 
and  provider,  "Vm  not  coming  this  week  because  I  cannot  afford  to 
pay  for  my  services." 

We  don't  demand  payment.  We  have  our  patients  on  a  sliding-fee 
scale,  and  those  who  cannot  pay  can  get  served,  but  this  young 
woman  will  not  use  the  center  without  coming  with  a  payment  for 
her  services  which  is  usually  a  $10  fee  on  a  sliding  fee  scale.  And 
we  know  what  happens  when  women  don't  come  in  for  care  early. 
The  impact  it  might  have  on  the  infant  in  terms  of  being  low  birth 
weight  and  having  other  significant  problems. 

These  cases  are  typical  of  the  many  problems  that  befall  the  un- 
insured families  at  People's. 

The  current  situation  is  absolutely  untenable.  We're  weathering 
the  storm  as  best  we  can,  but,  like  most  of  our  patients,  we're  on 
fixed — extremely  tight  budgets  ourselves.  Although  we  treat  all  of 
these  patients,  it  is  clear  that  the  cost  of  inpatient  services  to  this 
population  is  borne  by  the  hospitals  uncompensated  care  which 
drives  up  the  costs  of  health  care  throughout  the  Nation. 

In  addition,  it  is  important  to  note  that  Medicaid  eligibility  in 
Missouri  requires  that  individuals  meet  income  standards  for  cash 
grant  assistance;  therefore,  there  is  simply  no  option  for  inad- 
equately insured  wage  earners  to  acquire  coverage  under  the  exist- 
ing Medicaid  program,  leaving  the  purchase  of  individual  health 
insurance  as  the  only  way  of  protecting  against  out-of-pocket  pay- 
ments for  health. 

In  summary,  as  proud  witnesses  have  described,  the  continued 
failure  to  require  that  basic  coverage  be  provided  by  employers  to 
all  of  their  employees  will  continue  to  destabilize  the  health  care 
delivery  system  through  cost  shifting  and  will  continue  to  negative- 
ly impact  on  the  health  of  the  community. 

The  Chairman.  Thank  you  very  much.  We  will  hear  from  Ms. 
Weinel  and  then  we'll  come  back  to  questions  for  both  if  we  could, 
please.  Thank  you  very  much. 

Ms.  Weinel.  It's  a  pleasure  to  have  you  here.  Senator  Kennedy, 
and  we  thank  Congressman  Clay  for  showing  you  around  St.  Louis. 
It's  an  honor  to  have  you  here  and  especially  to  talk  about  this  bill. 

I  would  like  to  let  you  know  that  all  of  us  at  Family  Care  Center, 
the  board,  the  staff,  and  the  patients  support  this  bill.  We  hope 
that  this  bill  will  be  the  first  step  toward  a  national  health  insur- 
ance program  for  every  American  or  a  national  health  service  for 
every  American  which  will  show  for  sure  that  health  care  really  is 
a  right  of  all  Americans. 

We  are  also,  as  Betty  described,  a  Federally-funded  health 
center.  We  have  about  10,000  patients  who  come  to  our  center.  And 
I'd  like  to  give  you  just  kind  of  a  composite  picture  of  the  people 
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who  come.  As  you  noted,  we  serve  the  working  poor  and  the  poor 
in  South  St.  Louis.  We  have  at  this  time,  of  the  patients  coming 
into  our  center,  over  two-thirds  of  them  at  the  level  of  poverty  or 
below.  We  have  59  percent  of  our  patients,  more  than  half,  who  are 
on  the  sliding-fee  scale  that  Betty  talked  about,  and  of  that  group, 
two-thirds  are  at  the  level  of  poverty  which  means  that  they  are 
paying  the  very  least.  And  we're  also  hearing  from  those  patients, 
through  studies  of  our  patients  satisfaction  with  our  center,  that  22 
percent  frequently  have  trouble  paying  our  lowest  rates.  So  that 
the  cost  of  poverty  is  obviously  very  great. 

I  would  also  like  to  point  out  that  among  the  people  who  have 
insurance,  we  have  two-thirds  of  them  who  make — excuse  me,  for  a 
family  of  four  who  make  less  that  $17,500.  Now,  if  those  people  get 
into  any  kind  of  catastrophic  conditions,  they  are  in  very  serious 
trouble. 

The  other  information  that  I  could  share  with  you  about  our  pa- 
tients is  that  38.5  percent  are  unemployed.  We  used  the  Federal 
definitions  for  unemployment  of  the  unemployed  who  have  been 
looking  for  work  in  the  last  4  weeks;  the  discouraged  worker  who's 
given  it  all  up;  and  the  people  who  have  never  been  able  to  get  into 
the  work  force.  This  is  a  large  group  of  people  who  have  no  re- 
source for  care  because,  as  Betty  points  out,  primarily  in  our  State, 
they  can't  get  on  Medicaid  because  of  their  low  income  and  out  of 
work. 

Now  we  universally  agreed  that  low-income  people  are  at  risk  for 
being  uninsured.  It  is  the  case  that  even  though  41  percent  of  our 
patients  work,  we  have  only  9  percent  of  them  insured. 

Now  our  experience  is  very  much  

The  Chairman.  Let's  hear  that  figure  once  again  because  I  think 
it's  important. 

Ms.  Weinel.  Forty-one  percent  of  our  patients  work  fulltime. 
The  Chairman.  Full-time  work. 

Ms.  Weinel.  They  claim  full-time  work  and  only  9.8  percent  of 
them  have  insurance.  That's  a  pretty  big  number. 
The  Chairman.  Yes,  that  certainly  is. 

Ms.  Weinel.  Now  the  catch  in  this,  I  think  we  should  discuss  for 
a  minute.  Experience  has  shown  us  that  the  people  who  say  they're 
insured  do  not  have  coverage  for  primary  health  care  which  is 
what  the  community  health  centers  deliver.  What  we  find  is  that 
we  become  the  coinsurance  and  the  deductible  for  the  more  expen- 
sive hospital  and  other  tertiary  care. 

We  would  like  you  to  consider  first  dollar  coverage  for  primary 
health  care  in  your  bill.  Senator  Kennedy,  and  that  you  would  re- 
serve the  deductibles  and  you  would  reserve  the  coinsurance  for 
the  secondary  and  tertiary  levels  of  care  so  that  all  people  truly 
have  access  to  care  and  are  not  held  back  by  a  financial  barrier. 

We  find  that  being  insured  is  not  only  related  to  income,  but  also 
employment,  as  I've  just  mentioned.  And  that  if  you  would  come 
into  our  center  and  you  would  say,  "Well,  you  know,  I'm  unem- 
ployed now.  I  have  worked,  but  I'm  unemployed,"  that  we  would 
say,  "Why  aren't  you  working?"  You  would  fall  into  the  category, 
of  course,  of  being  a  discouraged  worker. 
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And  there  are  three  chief  reasons  that  our  patients  say 
that  they  aren't  working  when  they  fall  into  the  discouraged 
worker  category. 

One  is  family  responsibility  and  I  think  the  Hoffman's  portrayed 
that  very  graphically.  There  is  a  lack  of  day  care  for  children  and 
for  babies  because  as  soon  as  a  woman  who  is  on  expanded  Medi- 
caid, for  which  we're  all  appreciative — as  soon  as  she  goes  off  of 
that,  she  has  no  health  coverage,  and  she  must  go  off  to  work  be- 
cause, in  our  State,  she's  not  going  to  be  eligible  for  AFDC  benefits. 
Therefore,  she  has  to  go  out  to  work,  but  she  has  no  place  of  day 
care  for  an  infant,  much  less  the  usual  day  care  of  age  V^k  or  3. 
And  finally,  illness  is  a  big  deterrent  to  finding  work. 

Now  being  under-employed  and  16  percent  of  our  people  are — 
we're  calling  under-employed  because  they  can  only  get  part-time 
work.  I'm  not  even  addressing  the  low  salaries  that  the  employed 
people  have.  But  under-employed  people  and  unemployed  people 
who  come  to  our  center  are  living — 82  percent  of  them,  almost  100 
percent,  are  living  at  150  percent  of  poverty  or  less.  These  are 
people  who  had  jobs,  and,  if  they  had  been  eligible  for  Cobra — if 
they  had  actually  had  insurance  and  been  eligible  for  Cobra,  they 
couldn't  afford  to  pay  it.  So,  there  is  a  group  of  people  that  some- 
how or  another,  as  I  see  in  your  bill,  we  will  get  them  covered,  but 
later  to — toward  the  year  of  2000.  Hopefully,  our  country  can  have 
a  conscience  to  speed  that  up  and  get  insurance  for  the  unem- 
ployed. 

Congressman  Clay.  I  wouldn't  wait  on  it.  [Laughter.] 
We've  got  a  President  who  promises  a  more  kind  and  more 
gentle  Nation  and  yet  he  vetoes  minimum  wage  bill.  I  wouldn't 
count  on  the  conscience  of  this  Nation  arising  for  purposes  other 
than  maybe  those  promoted  by  groups  such  as  the  National  Rifle 
Association. 

Ms.  Weinel.  I  would  like  to  hope  that  we  in  the  1990s  would 
start  moving  into  an  era  where  we  see  movement  or  at  least  glim- 
merings of  society  saying,  ''Yes,  we  do  have  to  take  care  of  other 
people." 

I've  been  asked  to  talk  about  our — a  State  study  that  was  done 
several  years  ago.  Senator  Kennedy,  for  Mediassist  which  was  a 
bill  we  tried  to  pass  here  in  Missouri  to  help  the  uninsured.  On 
telephone  surveys  to  see — could  this  go  through  if  it  were  a  tax  or 
whatever  method  we  would  use,  there  was  in  the  State  of  Missouri 
a  positive  response  to  people  who  said,  "Yes,  we  think  that  the  un- 
insured and  those  without  health  care  should  get  it."  Now  we've 
never  quite  gotten  our  bill  through,  but  I  think  that's  related  to  a 
complexity  of  things— as  politics  always  is.  But  I  think  that  there 
might  be  some  hope  in  our  society,  and  I  would  like  to  hope  it's 
going  to  come  before  the  year  2000.  I  don't  know.  You  all  have  a 
much  more  national  pulse  on  things.  I'd  be  curious  to  hear  what 
you're  thinking  about  that. 

And  then  finally,  I  would  like  to  support  what  Betty  said.  There 
are  those  of  us  who  are  serving  in  the  public  sector  and  we  are  as 
poor  as  our  patients.  There  is  no  way  that  we  can  cost  shift;  we 
have  to  pick  up  all  the  needs  of  the  people.  At  our  center,  we  have 
turned  away  2,000  new  patients  this  year.  We're  filled  up;  we  don't 
have  any  room  for  more  people,  and  we've  turned  away  over  2,000 
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new  patients  this  year.  We  also  cannot  cost  shift  to  say,  "Well,  if 
we  get  a  disallowance  in  Medicaid,  Medicare,  or  by  any  of  the  in- 
surance companies,  that  someone  else  can  pick  it  up."  And  it's  part 
of  the  reason  I  would  like  to  call  for,  again,  the  first  dollar  cover- 
age for  primary  health  care  which,  of  course,  includes  having  pre- 
vention in  it.  We  would  also  like  to  say,  again,  that  if  we  could 
transfer  the  deductible  and  copay  to  hospitalization  in  the  belief 
that  primary  health  care  can  reduce  such  secondary  and  tertiary 
care,  we  believe  this  would  be  a  good  thing  for  people. 

Now  let  me  speak  just  a  moment  about  our  study  on  the  unin- 
sured in  Missouri.  The  uninsured  in  Missouri  fell  into  three  catego- 
ries: Low  income,  lack  of  adequate  health  insurance  whatsoever 
within  the  family,  and  very  high  health  care  needs. 

The  State,  as  a  whole,  had  27  percent  of  its  population,  a  little 
more  than  one-fourth,  who  were  under  150  percent  of  poverty,  and, 
in  those  homes  that  had  children,  almost  50  percent — it  was  really 
41  percent  of  those  homes  had  children  in  them  that  were  in  150 
percent  of  poverty  or  below.  So  we  know  that  our  elderly  and  the 
children  throughout  this  State  are  the  ones  that  are  hard  hit  by 
poverty  and  of  being  uninsured. 

Again,  the  question  was  asked,  ''Why  are  you  uninsured?"  And 
for  the  St.  Louis  area,  20  percent  of  those  people  responding  said 
they  lost  insurance  when  they  lost  their  job;  16  percent  said  they 
never  had  any  insurance  when  they  were  on  their  job;  and  another 
26  percent  said  the  insurance  was  too  expensive.  There  had  to  be  a 
copay  in  it  and  it  was  too  expensive  for  them  to  handle,  and,  an- 
other 12  percent  were  the  ones  who  were  always  at  risk  that  can't 
get  insurance  like  we  have  heard  about  today.  Twelve  percent 
simply  could  not  get  insurance. 

Now  the  worsening  economy  in  our  State  has  made  things  pretty 
tough  not  only  here  in  the  St.  Louis  and  the  urban  areas,  but  also 
in  the  rural  areas.  Northeast  Missouri  was  found  to  have  a  50  per- 
cent increase  in  people  who  entered  into  the  poverty  levels  eco- 
nomically. The  people  who  were  at  the  lower  end  of  the  income 
scale,  we  found,  were  three  times  as  likely  not  to  have  any  insur- 
ance at  all  in  our  State. 

Then  we  also  found  a  group  that  were  in  high  care— high  health 
care  risks.  And  these  are  some  of  the  people  that  we  have  heard 
from  today,  and  they  also  need  a  very  special  kind  of  insurance  for 
the  catastrophic  conditions  that  they  have. 

This  is  just  a  brief  summary  and  in  the  material  for  the  prepared 
text,  I  have  the  summary  of  that  whole  study  which  you  can  look 
at  in  more  detail. 

Thank  you  for  the  opportunity  to  tell  about  it. 

[The  prepared  statement  of  Edna  Dell  Weinel  (with  attachments) 
follows:] 
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PREPARED  STATEMENT  OF  EDNA  DELL  WEINEL,  EXECUTIVE  DIRECTOR 
FAMILY  CARE  CENTER 

Senator  Kennedy,   I  aiif  Edna  Dell  Weinel,^  Executive  Director  of 
family  Care  Center.     We  stand  in  support  of  Senate  Bill  768  which  would 
provide  basic  health  benefits  for  all  Americans  and  hope  that  this  bill 
is  the  first  step  in  providing  equity  in  health  care  for  all  Americans 
by  means  of  national  health  insurance  or  national  health  service,  or 
any  other  legislative  initiative  which  insures  health  as  a  right  for 
every  American. 

The  Family    Care  Center  is  a  federally  funded  Health  Center 
providing  primary  health  care  services  to  approximately  10,000  people. 
The  people  coming  to  our  Center  need  the  assistance  this  bill  could 
provide.     Let  me  draw  a  composite  picture  of  the  person  coming  to 
Family  Care  Center: 

16.4%  are  members  of  a  minority  group  predominantly  Black, 
Hispanic,   and  Asian,  while  83.7%  are  white; 

63.3%  of  the  patients  have  incomes  at  or  below  100%  of  poverty; 

59.0%  of  the  patients  self  pay  for  services  on  the  sliding  fee 
scale ; 

36.1%  of  the  patients  who  work  have  family  incomes  of  $12,000  or 
less ; 

68.7%  of  patients  with  insurance  have  family  incomes  <-$17,500; 
38.5%  of  the  patients  are  unemployed. 

It  is  universally  agreed  that  families  with  low  income  are  more 
likely  to  be  uninsured.     Of  the  10,000  patients  coming  to  this  Center, 
9.8  report  insurance  coverage.     Experience  has  shown  that  there  is  not 
coverage  for  primary  care,  and  that  our  cost  becomes  the  deductible  for 
more  expensive  secondary  and  tertiary  care.     Would  you  consider  first 
dollar  coverage  for  all  primary  health  care  services  and  reserve  the 
deductible  and  co-payment  for  the  secondary  and  tertiary  care? 


139 

Continuous  and  comprehensive  primary  care  does  reduce  the  more  serious 
problems  of  disease  and  disability  when  it  is  geographically  and 
financially  accessible. 

Being  insured  is  not  only  related  to  income  but  also  to 
employment.     You  will  notice  on  the  circle  graph  which  illustrates 
employment  status,  of  our  10,000  patients  41.1%  are  employed  full  time, 
but  only  9.8Z  have  insurance. 

If  you  come  into  our  Center  as  an  unemployed  person  and  you  have 
not  looked  for  work  in  the  last  four  weeks,  you  are  termed  by  the 
federal  government  a  "discouraged  worker".     The  reasons  we  find  that 
you  have  not  looked  for  work  are  because  of: 

1.  family  responsibilities, 

2.  lack  of  day  care  for  children,  and/or 

3.  illness. 

Among  the  underemployed  and  unemployed  families,  82%  live  at  or 
below  1502  of  poverty.     If  these  workers  were  eligible  for  COBRA  they 
could  not  afford  it.     The  impact  on  families  is  very  great  because       .  ■ 
this  group  has  children  in  the  home. 

In  speaking  for  first  dollar  coverage  for  primary  care,  I  would 
indicate  that  many  Community  Health  Centers  and  other  public  providers 
do  not  have  a  way  to  cost  shift  to  another  patient  group  or  third  party 
payor,   thereby  picking  up  the  cost  of  care  to  low  income  people. 
Instead  we  have  patient  charges  discounted  by  the  sliding  fee  scale  and 
disallowances  by  Medicaid,  Medicare,  and  insurance  companies.  The 
second  illustration  is  a  bar  chart  which  compares  method  of  payment 
with  the  fee  collected.     Clearly  there  must  be  a  subsidy  for  providers 
like  ourselves  to  cover  those  persons  still  without  insurance  as  well 
as  the  insured  patient  with  deductibles  and  co-insurance  costs  if  the 
bill  does  not  provide  primary  health  care. 
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As  an  employer  of  60  people,  the  cost  of  employee  health  care  has 
been  increasingly  a  high  cost  item  in  our  budget.     It  has  been  this 
Center's  experience  that  for  employees  to  use  the  insurance  benefits 
there  will  be  a  subsequent  increase  in  the  premium.     This  Center  has 
always  provided  coverage  for  family  members  based  on  the  philosophy 
that  all  people  have  a  right  to  health  care.    However,  we  have  not  been 
able  to  afford  health  care  benefits  for  part  time  employees  based  on 
the  dollar  cost  and  the  experience  that  added  use  of  benefits  which 
would  effect  our  experience  rating. 

A  sxjumnary  of  escalating  insurance  costs  follows: 


Year  Insurer  Annual  Cost  Employees 

1984  3rd  year  of  a  contract  $  46,794  25 

1985  New  company  $  53,007  28 

1986  Same  company  $  63,633  33 
1986 (Aug)    New  company* 

1987  Same  company  $  67,891  41 

1988  Same  company  $  74,220  39 

1989  Same  company  $122,519  42 


*At  the  end  of  the  contract  year,  the  premiums  would  have  increased  by 
50X. 

Present  deductible  and  co-insurance  for  single  $700;  for  a  family 
$1700. 

The  low  rate  for  premiums  represents  a  first  year  with  a  new 
company.    The  Increase  in  premiums  is  tied  to  added  employees,  but  more 
importantly  to  employee  use  of  the  benefits.     This  use  of  the  benefits 
included  primary  visits  to  physicians,  normal  pregnancy  and  delivery, 
and  a  minimal  amount  of  speciality  outpatient  care.    The  situations 
which  contributed  to  the  increases  included:     surgery  for  cancer, 
accidental  death,  injuries,  premature  twins,  and  mental  health 
services,  including  substance  abuse  care  which  can  cost  $15,000  for  a 
month's  hospitalization. 

i.         Finally  I  would  share  with  you  that  not-for-profit  organizations 
have  difficulty  obtaining  bids  on  health  insurance.    No  one  in  the 
insurance  world  has  been  able  to  give  an  explanation  of  why. 
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In  svunmary,  we  support  the  bill.    We  respectfully  request  first 
dollar  coverage  for  primary  health  care  which  includes  preventive 
services  and  we  ask  consideration  to  transfer  the  deductible  and  co-pay 
to  hospitalization  and  speciality  services  in  the  belief  that  primary 
health  care  can  reduce  secondary  and  tertiary  care  if  such  primary 
health  care  is  geographically  and  financially  accessible. 
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Status  of  Uninsured  in  Missouri 

In  1986  a  study  of  medical  indignecy  in  Missouri  was  based  on  several 
risk  factors: 

-  low  income ; 

-  lack  of  adequate  health  insurance  coverage;  and 

-  high  health  care  needs. 

Low  Income 

Using  federal  poverty  guidelines,  families  with  incomes  at  or  below 
<-100X  of  poverty  were  designated  as  poor,  and  families  with  incomes  up 
to  1502  of  poverty  were  designated  as  working  poor.     The  results  show 

*  272  of  the  state's  population  falls  below  150%  of  poverty 

*  372  of  the  state's  elderly  fell  below  150%  of  poverty 

*  412  of  the  households  below  1502  have  children. 


Uninsured 

Of  all  the  people  in  a  household,  some  may  be  covered  by  Medicare 
(282),  Medicaid  (52),  while  15%  reported  being  uninsured  sometime 
during  the  year.     For  those  being  without  health  insurance,  the  reasons 
included: 

*  lost  insurance  with  lose  of  job  (in  St.  Louis  202)  - 

*  no  coverage  through  job  (in  St.  Louis  162) 

*  too  expensive  ,  (in  St.  Louis  262)  ,j 

*  were  refused  coverage  (in  St.  Louis  122) 

Persons  in  low  income  families  are  much  more  likely  to  be  without 
insurance  than  those  in  higher  income  households.     Over  one  quarter  of 
all  persons  in  households  with  incomes  belo'./  1502  of  the  federal 
poverty  level  were  uninsured  at  some  time  during  1985,  as  compared  with 
only  72  of  the  population  above  that  income  level.    More  than  one  third 
of  all  persons  living  below  the  poverty  line  were  uninsured  during 
1985. 

A  worsening  of  the  economy  in  certain  areas  of  the  state  since  1979  has 
likely  increased  the  size  of  the  uninsured  population  in  those  areas. 
For  example,   the  northeast  section  of  the  state,  which  has  one  of  the 
highest  rates  of  uninsured  persons  of  all  the  state's  regions,  is 
estimated  to  have  had  nearly  502  increase  in  the  relative  size  of  its 
low  income  population.     This  is  probably  the  direct  result  of  the 
current  farm  crisis  being  experienced  by  the  northern  part  of  the 
state . 

Over  602  of  households  with  an  uninsured  member  during  1985  reported 
the  head  of  the  household  to  be  employed  at  the  end  of  the  year. 
However,  families  in  which  the  head  of  the  household  was  unemployed 
were  three  times  more  likely  to  have  an  uninsured  member  than 
households  whose  head  was  employed  full  time. 

Children  were  more  likely  to  be  uninsured  than  adults,  while  the 
elderly,  because  of  the  presence  of  Medicare,  were  much  less  likely  to 
be  without  insurance  than  the  rest  of  the  population. 
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The  Underinsured 

Having  health  insurance  does  not  necessarily  provide  complete  financial 
protection  against  the  cost  of  illness.     Some  policies  may  exclude 
certain  services,  place  limits  on  what  is  covered,  or  require 
considerable  patient  cost  sharing. 

The  inadequately  insured  population  can  be  divided  into  these  groups: 

*  low  income  non  elderly  persons  with  inadequate  private 
health  insurance ; 

*  low  income  elderly  person  covered  by  Medicare  who  lack 
supplemental  private  insurance  or  who  are  not  also 
covered  by  Medicaid;  and, 

*  persons  who  do  not  meet  the  definition  used  in  this  report 
of  "low  income"  but  who  are  inadequately  insured  and  at 

risk  of  becoming  medically  indigent  if  they  incur  catastrophic 
expenses  as  a  result  of  a  serious  illness  or  accident. 

High  Health  Care  Needs 

l?fflin.ltfes'  trr^yfmrlr-there-was-^-person  who- had  a  serious'iniedical 
condi t ion  ,~rdi'S abTTity^—o r -handi c ap  that  required  Hoaedical  tfeatmfehE^dr 
hospitalization  on  a  regular  basis  reported  a  greater  likelihood 'i5f 
having  an  uninsured  member  than  did  the  geheral  population'. 

One  fourth  of  alT  Missburi~famiII^s~below  poverty'^aid  they  had  noe 
usual  source  of  medical  care,  as  did  a  similar  percentage  of  households 
with  uninsured  numbers.-  - 

Adults  in  households  with  incomes  below  poverty  reported  visiting  a 
doctor  significantly  fewer  times  in  the  past  year  than  adults  in 
households  between  100%  and  150%  of  poverty  (3.8  vs.  5.6  visits). 
Adults  in  uninsured  households  also  had  low  utilization  rates. 

Hospital  admission  rates  for  adults  either  in  families  under  poverty  or 
in  uninsured  households  were  also  very  low. 

f  RgstfGr  c  es 

.  Missouri  had  expanded  Medicaid  to  include  pregnant  women 
and  children  to  age  three  years  at  the  100%  of  poverty  level. 

.  A  Prevention  of  Mental  Retardation  Program  reimburses  hospitals 
for  certain  high  risk  conditions  of  pregnant  women  and  their 
infants . 

.  Missouri  Crippled  Children's  Services  diagnoses  and  treats 
specific  problems  of  children. 

.  Missouri  Department  of  Health  has  a  Case  Management  Program  for 
pregnant  women. 

.  Certain  hospitals  which  serve  a  disproportinate  number  of  poor 
receive  higher  reimbursement  rates. 

.  Hospitals  in  St.  Louis  serve  more  low  income  people  with  a 
special  rate  than  elsewhere  in  Missouri. 
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MISSOURI  INDIGENT  HEALTH  CARE  STUDY 

EXECUTIVE  SUMMARY 


A.  Purpose  of  the  Study 

Although  the  United  States  has  one  of  the  most  well  developed  health  care  systems  in 
the  world,  a  substantial  portion  of  its  population  is  believed  to  lack  either  the  insurance 
coverage  or  financial  resources  to  afford  needed  care.  These  persons  are  often 
refen-ed  to  as  the  "medically  indigent." 

State  govemment  historically  has  played  an  important  role  in  helping  the  medically 
indigent  gain  access  to  needed  health  care.  Recognizing  that  the  current  changes  in 
the  health  care  system  may  create  increased  access  problems  for  this  population, 
the  Missouri  Legislature  commissioned  a  study  of  the  state's  medical  indigency 
problem.  This  study  was  conducted  by  Health  Systems  Research,  Inc.,  a  Washington, 
D.C.-based  policy  research  firm  specializing  in  health  care  financing  issues. 

The  objectives  of  this  study  are: 

1 .  To  identify  the  size  and  characteristics  of  the  medical  indigent  population  in 
the  states; 

2.  To  examine  the  health  care  utilization  and  financing  patterns  of  this 
population; 

3.  To  analyze  the  publicly  supported  health  care  programs  operating  in 
Missouri; 

4.  To  explore  the  impact  rising  malpractice  premiums  may  have  on  the 
low-income  population's  access  to  physician  care; 

5.  To  determine  the  extent  to  which  care  to  the  medically  indigent  is  provided  in 
public,  private  and  children's  hospitals  in  the  state  and  to  assess  the  impact  of 
providing  this  care  on  the  financial  status  of  these  facilities;  and 

6.  To  examine  alternative  methods  of  financing  indigent  health  care  in  Missouri. 
B.  The  Medically  Indioent  Population  in  Missouri 

To  determine  the  size  and  characteristics  of  the  medically  indigent  population  in 
Missouri,  a  telephone  survey  of  over  4,000  households  was  conducted  by  Louis  Hams 
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and  Associates,  Inc.  under  subcontract  to  Health  Systems  Research.  This  survey 
collected  information  on  insurance  coverage,  health  care  utilization,  and  participation 
in  public  health  care  programs. 

The  results  of  this  survey,  coupled  with  state-specific  census  data  and  findings  from 
other  national  studies,  incicate  that  the  nunroer  of  personsin  Missouri  who  are 
medically  indigent  OL^-high  risk  of  being  medically  indigent  is  approximately  - 
1 ,000,000  personSj^oLafeQut  20%  of  the  state's  total  population.  These  persons  can  be 
divided  into  the  following  groups: 

;   •    Approximately  61 7,000  persons  who  are  without  either  public  or  private 
health  insurance  at  some  point  during  the  course  of  a  year; 

•  Nearly  300,00  non-elderly  low-income  persons  with  inadequate  private 
health  insurance  that  does  not  cover  such  things  as  physicians  visits, 
prescription  drugs  and  dental  care; 

•  55,000  low-income  elderly  persons  with  Medicare  coverage  who  have  no 
other  insurance  for  the  substantial  portion  of  the  aged's  health  care  expenses 
not  covered  by  this  program;  and 

•  Over  36,000  persons  above  1 50%  of  poverty  who  will  incur  out-of  pocket 
medical  expenses  in  excess  of  1 0%  of  their  family  incomes. 

With  respect  to  the  characteristics  of  the  uninsured  population,  the  indigent  health  care 
survey  yielded  the  following  information: 

Persons  in  low-income  families  are  much  more  likely  to  be  without  insurance 
than  those  in  higher  income  households.  Over  one-quarter  of  all  persons  in 
households  with  incomes  below  150%  of  the  federal  poverty  level  were 
uninsured  at  some  time  during  1 985,  as  compared  with  only  7%  of  the 
population  above  that  income  level.  More  than  one-third  of  all  persons  living 
below  the  poverty  line  were  uninsured  during  1985. 

•  A  worsening  of  the  economy  in  certain  areas  of  the  state  since  1 979  has  likely 
increased  the  size  of  the  uninsured  population  in  those  areas.  For  example, 
the  northeast  section  of  the  state,  which  has  one  of  the  highest  rates  of 
uninsured  persons  of  all  the  state's  regions,  is  estimated  to  have  had  neariy 
50%  increase  in  the  relative  size  of  its  low-income  population.  This  is 
probably  the  direct  result  of  the  current  farm  crisis  being  experienced  by  the 
northern  part  of  the  state. 

•  Over  60%  of  households  with  an  uninsured  member  during    1 985  reported 
the  head  of  the  household  to  be  employed  at  the  end  of  the  year.  However, 
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families  in  which  the  head  of  the  household  was  unemployed  were  three 
times  more  likely  to  have  an  uninsured  member  than  households  whose 
head  was  employed  full-time. 

•  Children  were  more  likely  to  be  uninsured  than  adults,  while  the  elderly  - 
because  of  the  presence  of  Medicare-  were  much  less  likely  to  be  without 
insurance  than  the  rest  of  the  population. 

•  Families  in  which  there  was  a  person  who  had  a  serious  medical  condition, 
disability,  or  handicap  that  required  medical  treatment  or  hospitalization  on  a 
regular  basis  reported  a  greater  likelihood  of  having  an  uninsured  member 
than  did  the  general  population. 


C.  Health  Care  Access  and  Utilization  bv  Missouri's  Low-Income  and/or  Uninsured 
Population 

The  indigent  care  survey  of  Missouri  households  indicate  that  poor  and/or  uninsured 
families  encountered  problems  in  accessing  health  services  much  more  often  than 
other  segments  of  the  population. 

Over  one-fifth  of  all  families  with  incomes  below  150%  of  the  poverty  level  reported 
encountering  some  problem  in  the  past  year  ~  they  needed  care  but  didnt  receive  it, 
were  refused  care,  had  to  rely  on  charity  care,  or  were  unable  to  pay  their  medical  bills. 
Thirty  percent  of  households  with  uninsured  members  encountered  similar  access 
problems.  In  contrast,  only  5%  of  households  above  150%  of  poverty  reported  any  of 
these  problems. 

Other  findings  from  this  survey  that  provide  evidence  that  poor  and  uninsured 
populations  lack  adequate  access  to  and  coverage  of  health  care  include: 

•  One-fourth  of  all  Missouri  families  below  poverty  said  they  had  no  usual 
source  of  medical  care,  as  did  a  similar  percentage  of  households  with 
uninsured  numbers. 

•  Adults  in  households  with  incomes  below  poverty  reported  visiting  a  doctor 
significantly  fewer  times  in  the  past  year  than  adults  in  households  between 
100%  and  1 50%  of  poverty  (3.8  vs.  5.6  visits).  Adults  in  uninsured 
households  also  had  low  utilization  rates.  :  a 

•  Hospital  admission  rates  for  adults  either  in  families  under  poverty  or  in 
uninsured  households  were  also  very  low. 
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Only  14%  of  pregnant  women  in  households  with  income  below  poverty  were 
reported  to  have  some  ^^of  coverage  tor  their  prenatal  care. 

D.   Pnhlidv  SuDPnrlpd  Health  Care  Programs  in  Missouri 

Forty-one  different  publicly  supported  programs  either  finance  or  directly  provide 
health  care  for  low-income  persons  in  Missouri.  These  programs  can  be  divided  into 
seven  categories: 

4  entitlement  programs  that  provide  health  insurance-like  coverage  of  a 
relatively  broad  array  of  health  services  for  those  persons  meeting  certain 
eligibility  requirements. 

•  1 7  maternal  and  child  health  programs  that  offer  select  services  targeted  to 
the  needs  of  women  and  children. 

•  4  general  health  programs  that  support  the  direct  delivery  of  health  services 
through  certain  public  or  publicly  supported  providers. 

•  9  disease-specific  programs  that  provide  health  services  targeted  to  persons 
with  specific,  usually  chronic,  medical  conditions. 

•  1  other  health-related  program  that  provides  food  supplements  and  health 
assessments  for  women  and  children. 

•  3  hospital  support  programs  that  provide  direct  financial  support  to  hospitals 
in  the  state. 

•  3  mental  health  programs  that  provide  inpatient  and  outpatient  services  for 
individuals  with  mental  health  problems  or  who  are  mentally  retarded. 

In  1985,  about  $1.7  billion  was  spent  in  Missouri  through  these  programs,  of  which 
over  $1  billion  were  federal  funds.  Of  the  remainder,  state  expenditure  totalled  $535 
million  and  local  government  expenses  $71  million.  The  bulk  of  these  expenditures 
were  made  through  the  federal  Medicare  program,  the  federal-state  Medicaid  program, 
and  the  state's  mental  health  programs.  Expenditures  made  under  all  programs 
covered  a  wide  variety  of  population  groups  and  services.  Two-thirds  of  all 
expenditures,  however,  are  used  to  finance  costly  inpatient  hospital  care  and 
long-term  care  services. 

The  manner  in  which  services  are  delivered  also  varies  significantly  under  these 
different  programs.  Certain  programs  deliver  services  directly  through  state  facilities. 
Other  enter  into  contracts  with  local  health  departments  or  private  providers 
to  deliver  the  services.  The  two  largest  programs  -  Medicare  and  Medicaid  -  will 
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allow  any  qualified  provider  to  render  care. 

E.  Physician  Malpractice  Premiums  and  Access  to  Care 

A  survey  of  Missouri  physicians  conducted  as  part  of  this  study  indicated  that  rising 
premiums  resulted  in  changes  in  many  physicians'  practices.  These  changes 
included: 

•  increased  fees; 

more  conservative  practice  styles; 

•  avoidance  of  high-risk  patients; 

•  a  reduction  in  the  number  of  Medicaid  patients  seen  by  physicians  who 
already  had  relatively  small  Medicaid  caseloads; 

•  a  refusal  to  accept  new  low-income  patients; 

•  physicians  electing  not  to  provide  care  in  local  health  department-sponsored 
clinics. 

Although  an  increase  in  malpractice  premiums  was  cited  as  a  major  factor  in  these 
changes,  low  reimbursement  rates  also  were  cited  frequently  as  a  reason  for 
physicians  limiting  the  number  of  Medicaid  patients  they  would  see. 

While  the  reform  legislation  recently  passed  by  the  Missouri  legislature  (S.B.  633)  is 
certainly  expected  to  slow  the  precipitous  rise  in  medical  malpractice  premiums,  it  is 
uncertain  whether  it  will  be  able  to  repair  the  damage  that  already  appears  to  have 
been  done  to  low-income  Missourians'  access  to  physician  care.  Of  particular  concern 
is  low-income  pregnant  women's  access  to  vital  prenatal  and  obstetrical  care,  which 
has  decreased  considerably  in  recent  years  and  may  continue  to  worsen.  Unless  a 
way  is  found  to  provide  care  for  this  high-  risk  population,  the  state  may  experience 
increases  both  in  its  infant  mortality  rates  and  its  future  expenditures  for  low-income 
children  with  disabilities  that  could  have  been  prevented  with  adequate  prenatal  and 
obstetrical  care. 

F.  H(?gprt9l  Un(y?mpgn?gtg(j  Qgrg 

The  extent  to  which  Missouri  hospitals  provide  care  to  the  medically  indigent  and  the 
impact  of  providing  that  care  has  on  hospitals'  financial  status  is  examined  in  this  study 
using  data  from  the  Missouri  Hospital  Association  and  from  a  special  survey  of 
Missouri  hospitals  that  was  conducted  as  part  of  this  study. 
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The  term  "uncompensated  hospital  care"  is  made  up  of  three  components: 

•  contractual  allowances,  which  is  the  difference  between  hospital  charges  and 
the  amounts  actually  paid  by  insurers: 

charity  care,  which  is  the  value  of  acre  provided  to  persons  from  whom  the 
hospital  does  not  expect  to  receive  payment  --  usually  poor,  uninsured 
persons;  and 

•  bad  debt,  which  is  the  unpaid  portion  of  a  hospital's  charges  billed  to 
persons  who  are  considered  able  to  pay. 

Overall,  the  amount  of  uncompensated  care  provided  bv-MissomUaasnitals  doubled 
between  1980  and  1984.  The  extent  to  which  three  components  increased  varied 
substantially  across  public,  not-for-profit,  and  for-profit  hospitals.  For  example, 
charity  care  and  bad  debt  levels  more  than  doubled  in  public  hospitals  during  that 
period,  while  they  increased  by  only  58%  in  not-for-profit  hospitals.  In  contrast, 
contractual  allowances  increased  much  more  rapidly  in  private  hospitals  than  in  public 
facilities. 

In  spite  of  these  increases  in  contractual  allowances,  payments  by  private  insurers 
generally  exceeded  lbe_patient  care  costs  associated  with  these  patients.  In  some 
cases,  however,  payments  from  public  programs  ~  including  Medicaid  -  did  not 
cover  patient  care  costs.  Children's  hospitals  appear  particulary  hard  hit  by  low  public 
program  reimbursement  rates. 

Data  from  the  survey  of  Missouri  hospitals,  conducted  as  part  of  this  study,  indicate  that 
rising  charity  and  bad  debt  burdens  are  having  a  serious  effect  on  the  financial  status 
of  certain  types  of  hospitals  in  Missouri=3^  of  the  23  public  hospitals  responding  to 
this  survey  reported  deficits  in  1984,  double/the  number  with_defiMtsJn  1980.  These 
public  hospitals  with  deficits  provided^tre^times  more  charity  and  bad  debt  care 
than  responding  public  hospitals  withoGfi^fBls.  By  comparison,  onlyjwo  oOhe  30 
privat^jTon-childteiilsJiQSDitals  reported  deficits  in  1984.  One  of  the  state's  three 
chi IdrerTsTTospitals  reported  a  deficit  in  1984,  although  the  other  two  were 
forced  to  cover  operating  costs  by  drawing  other  revenue  services,  including  capital 
reserves. 

Since  1  ^BOTseven'public  hospitals  in  the  state  have  been  sold  to  private 
organizations,  while  another  four  have  been  closed.  At  the  same  time,  the  number  of 
for-profit  hospitals  in  the  state  has  doubled,  increasing  from  1 2  to  24.  The  increasing 
deficits  faced  by  public  hospitals  may  foreshadow  even  further  drastic  changes  in  the 
composition  of  Missouri  hospitals. 


153 


G.  Allernative  Methods  of  Providing  and  Rnancinq  Health  Care  For  Lnw-lncome 
Missourians 

Based  upon  a  review  of  programs  and  policies  adopted  by  other  states  and  the  current 
configuration  of  public  health  care  programs  in  Missouri,  a  number  of  programmatic 
changes  are  proposed  to  improve  the  medically  indigent's  access  to  needed  health 
services. 

These  recommendations  focus  on  state  program  and  policy  changes  that:  (1)  extend 
coverage  to  low-income  groups  with  high  health  care  needs,  (2)  provide  care  in  a  cost- 
effective  manner,  and  (3)  make  maximum  use  of  available  federal  funds.  They 
include: 

•  Medicaid  program  expansions;  " 

•  the  integration  and  coordination  of  public  programs  providing  care  to  ' 
pregnant  women; 

•  the  reexamination  of  restrictions  on  the  activities  of  physician  extender 
personnel; 

•  the  expansion  of  Medicaid  case  management  activities; 

•  increased  assistance  to  local  health  departments;  and 

•  changes  in  hospital  reimbursement  and  reporting  requirements. 

A  number  of  potential  revenue  sources  are  identified  to  finance  the  increased  costs 
associated  with  these  activities.  Federal  funds  can  be  used  to  support  a  substantial 
portion  of  these  additional  expenditures.  In  fact,  certain  recommendations  involve  no 
increase  in  state  expenditures,  but  will  result  in  an  increase  in  federal  dollars  coming 
into  the  state. 

Among  the  options  identified  to  generate  additional  state  revenues  to  support  indigent 
care  activities,  increases  in  the  state's  excise  taxes  on  tobacco  and  alcohol  appear 
particularly  promising.  Increasing  Missouri's  current  tax  rates  to  the  average  for  states 
will  not  only  reduce  the  use  of  these  potential  health  hazards  but  is  also  estimated  to 
result  in  a  net  increase  in  state  revenues  of  over  $23  million. 
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MISSOURI  INDIGE^4T  HEALTH  CARE  STUDY 

RECOMMENDATIONS 


Recommendation  1 :  Expand  the  Missouri  Medicaid  program  bv  including  a 

medically  needy  component  to  cover  oreonant  women 
an^  Chilcirgn, 

The  expansion  should  extend  Medicaid  coverage  to  pregnant  women  and  children  in 
households  with  incomes  between  100%  and  133.33%  of  the  AFDC  maximum 
payment  standards.  This  would  mean  that  pregnant  women  and  children  in 
households  with  Incomes  above  AFDC  levels  but  below  50%  of  the  poverty  level 
would  be  eligible  for  Medicaid  but  not  for  AFDC  cash  payments.  These  families 
would  be  required  to  meet  eligibility  limits  conceming  financial  assets.  Also  eligible  for 
Medicaid  would  be  pregnant  women  and  children  in  households  with  incomes  above 
.133.33%  of  AFDC  maximum  payment  levels  but  who  incur  medical  expenses  that 
would  reduce  their  income  down  to  the  eligibility  levels. 

The  addition  of  this  coverage  would  make  Missouri  the  40th  state  that  has  established 
a  medically  needy  component  within  its  Medicaid  program.  Expansion  of  Medicaid 
eligibility  for  pregnant  women  and  children  has  been  strongly  supported  by  the 
Southem  Governors'  Association,  while  the  National  Governors'  Association  has 
advocated  increased  federal  flexibility  to  allow  expansion  of  the  Medicaid  population. 
Other  professional  organizations,  such  as  the  American  Hospital  Assodalion,  have 
also  recommended  a  specific  expansion  of  the  Medicaid  population  to  cover  persons 
without  insurance. 

Based  upon  the  experience  of  other  states  described  earlier,  a  preliminary  estimate  of 
the  budgetary  impact  of  the  expansion  of  the  Missouri  Medicaid  program  to  include  a 
medically  needy  program  for  pregnant  women  and  children  is  an  increase  in  program 
expenditures  of  approximately  3%  or  about  $17.5  million.  Of  this  amount,  federal  funds 
would  support  about  $10.5  million,  with  the  state  contribution  being  $7  million.  It 
should  be  noted  that  these  costs  are  estimated  for  a  fully  operational  program.  In 
the  first  several  years,  expenditures  are  likely  to  be  below  this  level. 

Recommendation  2:  Develop  an  integrated  perinatal  program  for  the  state's 

low-income  population  through  improved  coordination  of 
the  Medicaid.  Prevention  of  Mental  Retardation  (PMR)  and 
Prenatal  Clinics  programs. 
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Missouri  currently  operates  very  different  programs  that  finance  or  provide  prenatal 
services  for  low-income  pregnant  women.  Through  its  Prenatal  Clinic  program,  the 
state  supports  the  prenatal  care  activities  of  local  health  departments.  Its  PMR  program 
pays  full  charges  for  case-managed  care  provided  to  a  limited  number  of  pregnant 
women  with  certain  high-risk  conditions.  The  Medicaid  program  reimburses  at 
substantially  lower  levels  for  prenatal  and  delivery  services  for  eligible  women. 

Several  problems  appear  to  be  associated  with  the  present  arrangement: 

•  As  discussed  in  Chapter  VI,  malpractice  insurance  increases,  low 
reimbursement,  and  other  economic  considerations  may  be  reducing  the 
number  of  physicians  willing  to  provided  obstetrical  care  to  low-income 
women.  In  some  areas  of  the  state,  the  availability  of  physicians  to  care  for 
this  population  may  be  a  critical  problem. 

•  For  many  of  the  same  reasons,  local  health  departments  may  find  it 
increasingly  more  difficult  to  get  physicians  to  participate  in  their  prenatal 
clinics. 

Physicians'  unwillingness  to  accept  Medicaid's  low  reimbursement  rates  for 
obstetrical  care  may  deter  the  enrollment  of  eligible  persons  in  the  program. 
These  individuals  may  therefore  be  cared  for  through  programs  supported 
entirely  with  state  or  local  funds. 

•  The  PMR  policy  of  paying  a  provider's  full  charges  may  not  represent  the 
most  efficient  use  of  limited  program  funds.  Negotiated  arrangements  for 
case  management  and  treatment  at  rates  below  full  charges  could  allow  more 
persons  to  be  served  without  necessarily  compromising  access  to  needed 
care.  .  ,  , 

In  developing  a  more  cohesive  statewide  strategy  for  providing  perinatal  care  for 
low-income  women,  Missouri  should: 

2.1  Expand  Medicaid  elioibilitv  for  pregnant  women  through: 

coverage  of  pregnant  women  in  households  meeting  AFDC  financial 
standards  but  not  other  requirements,  as  mandated  by  P.L.99-272; 

continued  eligibility  for  pregnant  women  for  6  months  after  the  end  of  the 
pregnancy,  as  also  mandated  by  P.L.99-272;  and 

-    the  addition  of  a  medically  needy  program  for  pregnant  women  and 
children,  as  described  above; 
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2.2  Reduce  the  disparity  between  Medicaid  and  PMR  payment  levels  for 
obstetrical  care.  Medicaid  payment  rates  tor  physicians'  services  should  be 
increased,  in  an  effort  to  make  prenatal  and  delivery  services  more 
accessible  to  program  recipients.  Similarly,  PMR  should  pursue  making 
better  use  of  limited  program  resources  by  setting  rates  through  either  a 
contract  or  negotiation  process  that  reflects  some  savings  from  full  charges. 

2.3  Place  increased  emphasis  on  case  management  of  high-  risk  Medicaid 
pregnancies.  P.L.99-272  provides  states  with  the  option  of  reimbursing  for 
case  management  services  for  a  selected  population.  Missouri  should 
explore  the  possibility  of  covering  such  a  service  for  high-risk  pregnancies  in 
order  to  bring  the  nature  of  its  coverage  of  this  group  closer  to  the 
case-managed  care  provided  under  the  PMR  program.  The  state  may  wish  to 
explore  the  possibility  of  receiving  a  federal  waiver  to  contract  only  with 
certain  qualified  provider  to  care  for  these  high-risk  cases. 

2.4  Coordinate  eligibility  criteria  for  the  Medicaid  and  PMR  programs  to  maximize 
use  of  federal  Medicaid  dollars.  The  Medicaid  expansions  identified  earlier 
will  result  in  an  increase  in  the  number  of  women  who  might  otherwise  be 
covered  under  the  PMR  program. 

Reccmmgnclatipp  3:  The  state  should  reexamine  its  current  requirements 

concerning  the  functions  and  supervisory  requirements  of 
certified  nurse  midwives  and  other  physician  extenders. 

In  areas  of  the  state  where  fe  v,  if  any,  physicians  are  available  or  willing  to  provide  for 
the  health  care  needs  of  pregnant  women  and  other  low-income  persons,  these  other 
types  of  medical  personnel  might  be  able  to  play  a  very  important  role  in  caring  for  this 

population. 

Recommendation  4:  Continue  the  careful  development  of  primary  care  case 

management  systems  for  Medicaid  recipients. 

Preliminary  results  of  the  state's  case  management  demonstration  for  AFDC-related 
Medicaid  recipients  in  Jackson  County  indicate  that  such  systems  have  the  potential 
for  managing  program  utilization  and  expenditures  while  maintaining  access  to 
needed  services.  The  state  should  explore  expanding  these  activities  into  other  areas 
of  the  state,  particularly  St.  Louis  City. 

To  ensure  that  these  systems  manage  costs  while  maintaining  access  to  needed 
quality  care,  the  state  must  proceed  carefully  in  program  design  and  selecting 
providers  and  continue  to  play  an  active  role  in  monitoring  systems  performance. 
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Recommendation  5:  Explore  wavs  in  which  the  state  ran  assist  local  health 

departments  in  providinp  for  the  personal  health  care 
needs  of  uninsured  persons. 

Not  all  low-income  uninsured  persons  in  the  state  are  able  or  willing  to  receive  benefits 
through  the  Medicaid  program.  For  example,  the  financial  resource  limits  of  this 
program  may  exclude  many  uninsured  persons  in  the  farm  communities  of  the 
state  from  eligibility.  In  some  cases,  the  local  health  departments  and  area  public 
hospitals  may  be  able  to  sen/e  as  a  primary  source  of  personal  health  care  services  for 
these  persons.  The  state  should  examine  ways  in  which  it  can  support  these  local 
efforts.  A  good  example  of  this  type  of  collaborative  effort  is  the  Missouri  Department  of 
Health's  involvement  in  the  development  of  consortias  of  public  and  private  health  care 
providers  in  northwest  and  south  central  Missouri, 

Other  specific  ways  in  which  the  state  might  assist  local  governments  in  caring  for  their 
citizens  include; 

5.1  Provide  state-suDDorted  or  state-purchased  medical  malpractice  insurance 
protection  for  physicians  providing  services  in  local  health  department  clinics. 
A  substantial  number  of  physicians  responding  to  the  survey  discussed  in 
Chapter  VI  indicated  that  insurance  concerns  played  a  role  in  their  decisions 
not  to  participated  in  locally  supported  clinics. 

5.2  Give  technical  assistance  to  local  health  departments  to  help  them  coordinate 
and  manage  the  care  their  clients  receive.  The  pilot  testing  of  an  information 
system  being  developed  by  the  Department  of  Health  that  will  provide 
patient-specific  data  on  public  program  coverage,  health  needs,  utilization 
and  referrals  might  result  in  a  product  that  could  greatly  improve  the 
effectiveness  of  local  health  department  activities. 

5.3  Extend  to  local  health  departments  the  increased  flexibilitv  to  establish 
nominal  charges  for  certain  services.  As  d'scussed  in  Chapter  V,  the  state 
has  historically  interpreted  the  provisions  of  205.050  RSMo  to  mean  the  local 
health  departments  can  neither  establish  income  eligibility  criteria  nor  charge 
for  their  services.  While  no  one  should  be  denied  services  for  financial 
reasons,  the  increasing  demand  for  services  coupled  with  limited  financial 
resources  to  provide  needed  services  may  make  it  appropriate  for  the  state  to 
reconsider  its  position  and  allow  local  health  units  to  establish  nominal 
charges  for  certain  services.  The  Missouri  Department  of  Health  should 
establish  guidelines  specifying  maximum  levels  for  these  charges  and  the 
types  of  services  for  which  they  may  be  assessed. 
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5  4  Prnvide  local  qnvRrnments  with  the  ability  to  establish,  uoon  approval  of  the 
voters  in  their  iurisdictions.  revenue  sources  earmarked  to  support  indigent 
care  activities,  in  addition  to  their  existing  public  clinic  and  hospital  district 
taxing  authorities.  For  example,  HB  1096  would  allow  county  govemments 
and  the  City  of  St.  Louis,  upon  approval  of  the  majority  of  voters,  to  establish  a 
two  mill  property  tax  to  be  used  for  indigent  care  activities. 

Recommendation  6:  Incorporate  pavments  made  to  hospitals  under  the  state's 

Hospital  Subsidy  Program  into  special  Medicaid  hospital 
reimbursement  rates  paid  to  hospitals  serving  a 
disproportionately  laroe  number  of  low-income  persons. 

Under  federal  regulation,  state  Medicaid  programs  are  able  to  give  special 
consideration  in  their  hospital  reimbursement  methodology  to  hospitals  that  serve  a 
disproportionately  large  number  of  low-income  persons.  The  state  currently  seeks  to 
achieve  this  same  objective  through  its  Hospital  Subsidy  Program.  This  program  is 
currently  financed  completely  with  federal  state  dollars  and  federal  matching  funds  do 
not  apply.  The  transfer  of  program  funds  to  hospitals  through  increases  in  their 
Medicaid  reimbursement  leveis  using  Medicaid's  disproportionate  share  payment 
provisions  will  more  than  double  the  amount  of  funds  available  to  these  hospitals.  For 
example,  had  the  FY1986  appropriation  of  $1  million  for  the  Hospital  Subsidy  Program 
been  run  through  the  Medicaid  program,  it  would  have  generated  approximately  an 
additional  $1.5  million  in  federal  funds. 

Recommendation  7:  Increase  Medicaid  reimbursement  levels  to  the  children's 

hospital?  in  thg  gt^tgr 

The  analyses  presented  in  Chapter  VII  of  this  report  indicate  that  current  Medicaid 
payments  to  children's  hospitals  are  not  sufficient  to  cover  the  cost  of  providing  care  to 
Medicaid-covered  children.  Medicaid's  provisions  conceming  reimbursement  for 
hospitals  with  disproportionately  large  low-  income  populations  might  be  used  to  target 
increases  to  these  facilities. 

RecQfTimenciatipn  8:        Establish  mandatory  hosp'tai  data  ciisciQsure 

requirements. 

At  least  22  states  have  established  some  form  of  hospital  data  disclosure  require- 
ments. Many  of  these  have  focused  on  the  disclosure  of  charge  information  to  allow 
health  care  purchasers  to  make  more  informed  decisions  in  today's  increasingly 
competitive  health  care  marketplace.  Other  states  require  hospital  data  for  hospital 
rate-setting  activities.  An  increasing  concern  about  the  maldistribution  of  the  charity 
care  burden  across  hospitals,  coupled  with  a  growing  frustration  over  not  getting 
complete  information  from  hospitals  in  this  area,  has  also  moved  some  states  to 
require  hospitals  to  submit  data  on  their  uncompensated  care  activities. 
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As  described  in  Chapter  VII,  only  40%  of  the  hospitals  in  the  state  responded  to  the 
survey  conducted  as  part  of  this  study.  The  response  rate  from  for-profit  facilities  was 
particularly  low  -  only  1  of  18  that  were  sent  the  survey  responded.  Some  aggregate 
data  were  provided  by  the  Missouri  Hospital  Association.  Requested  information  that 
would  have  allowed  the  calculation  of  statewide  charity  and  bad  debt  care  on 
the  basis  of  costs  rather  that  charges  was  not  provided,  nor  were  data  on  gross  or  net 
hospital  revenues  that  are  necessary  to  assess  the  impact  of  establishing  an 
assessment  on  hospital  revenues  as  a  means  of  financing  expanded  care  to  the 
medically  indigent. 

Should  the  state  wish  to  be  in  a  position  to  be  able  to  review  on  an  ongoing  basis  and 
in  sufficient  detail  the  uncompensated  care  activities  and  financial  status  of  all 
hospitals  in  the  state,  including  the  for-profit  facilities,  a  statutory  requirement  for  the 
submission  of  the  necessary  information  appears  to  be  necessary. 
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The  Chairman.  Thank  you.  Thank  you  very  much. 

Let  us  discuss  the  people  that  you  turn  away.  How  would  you 
characterize  them? 

Ms.  Weinel.  They're  primarily  low  income  people  and  don't 
come  until  they're  sick,  or  pregnancy  is  another  case  for  coming. 
There  are  people,  yes,  who  are  sick  and  our  center  is  filled  up.  We 
have  to  be  able  to  get  our  established  patients  back  in.  When  they 
get  sick,  the  doctor  has  them  come  back  in  because  they  come  with 
multiple  problems,  and  we  have  simply  had  to  refer  these  patients 
to  the  City  Health  Center  which  is  some  60  blocks  north  of  us — not 
particularly  accessible,  but  that  was  our  recourse. 

The  Chairman.  Do  they  accept  them? 

Ms.  Weinel.  They  accept  them  on  an  acute  walk-in  basis,  but  the 
problem  is  they  also  have  a  long  waiting  time  to  be  able  to  get  into 
the  regular  service,  so  they're  accepted  for  episodic  care,  but  the 
continuous  care  that  would  make  a  difference  is  not  available. 

The  Chairman.  Has  that  changed  in  the  last  few  years? 

Do  you  find  that,  Ms.  Kerr,  as  well?  I  mean  do  you  find  that 
there  are  people  now  that  are  overburdening  your  kind  of  facility, 
or  have  you  talked  to  

Ms.  Kerr.  Oh,  absolutely.  As  you  are  aware  that  the  health  cen- 
ter's national  part  has  been  kind  of  held  at  bay,  and  yet,  the  needs 
for  more  services  have  certainly  continued  in  our  communities. 
And  while  we're  seeing  a  lot  more  patients  than  we've  ever  seen 
before,  we're  getting  to  a  point  where  we're  not  having  to  refer 
some  of  them  elsewhere. 

The  Chairman.  OK.  What  is  the  principle  reason  that  you're 
finding  more  people  that  are  coming  to  the  centers  than  before? 

Ms.  Weinel.  I  think  people  are  poorer  than  they  have  been.  I 
also  think  that  some  positive  things  have  happened  about  health. 
There's  so  much  talk  of  it  now  on  the  TV  that  people  are  also 
struck  with  the  idea  that  maybe  they  should  go  to  a  physician. 

I  think  that  we  have  talked  about  access — that  there  is  access  to 
health  care,  but  I  think  that  there  is  less  access  to  health  care  in 
St.  Louis  because  we  have  closed  so  many  of  the  city  clinics,  and 
that  has  made  a  difference,  in  my  view,  for  those  of  us  who  have 
family — who  have  community  health  centers. 

Second,  in  St.  Louis,  Cardinal  Glennon  Hospital,  which  was  a  big 
resource  for  people  to  take  their  child  for  emergency  sick  care,  has 
not  only  scaled  that  down  enormously,  but  has  closed  its  primary 
health  care  clinic.  And  this  has  put  a  lot  of  children  out  into  the 
other  resources. 

The  Chairman.  You  talked  about  the  number  of  people  that  are 
working  and  yet,  only  a  relatively  small  percentage  of  those  have 
health  insurance  coverage.  Are  the  number  of  people  that  are  cov- 
ered today  who  are  working,  getting  to  be  a  smaller  number  than 
previous  years?  Are  you  able  to  draw  any  kind  of  conclusion? 

Ms.  Weinel.  Well,  I  

The  Chairman.  Or  any  impressions? 

Ms.  Weinel.  If  I  could  use  our  health  center  as  an  example,  Sen- 
ator, we're  also  an  employer.  We  pay  what  we  consider  a  lot  for 
insurance.  This  year  we're  paying  $122,000  for  health  insurance  for 
42  people.  Now  our  deductible,  I  think,  is  very  great.  On  individ- 
uals, it's  $700,  and  on  a  family,  it's  $1,700  before  the  insurance 
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kicks  in.  Now  our  insurance  took  a  hugh  leap  this  year,  and  Fve 
documented  it  for  you.  I'll  be  glad  to  leave  this  piece  of  paper  with 
you,  the  increases  we've  had  since  1964.  We  took  a  big  52  percent 
leap  this  year  and  it's  really  based  on  our  history.  If  one  uses 
health  insurance,  the  premiums  go  up.  I  don't  care  if  you're  using 
it  for  ordinary  things  like  physicians  and  normal  deliveries — the 
insurance  goes  up.  If  you  have  some  genuine  need  to  use  it  as  we 
have  had  in  the  past — for  employees  who  have  had  to  have  sur- 
gery, who  have  been  in  accidents,  unfortunately,  an  employee  was 
killed  once  by  an  accident,  we  had  twin  babies  that  were  prema- 
ture— all  of  the  sudden,  you  see  that  history  stays  with  us,  and  our 
premiums  keep  going  up  and  up  because  of  a  history  we  have  had 
whether  the  employees  are  with  us  or  not.  And  I  think  all  employ- 
ers are  like  us — they  aren't  necessarily  malicious  of  heart  about  in- 
surance for  people,  but  the  cost  is  so  high. 

And  I  think  Betty  will  bear  this  out  that  we  also  have  trouble 
getting  bids  for  insurance.  We  asked  our  insurance  broker  to  get  us 
some  bids.  He  came  back  with  a  list  of  14  or  15  names  of  insurance 
companies  and  only  had  two  bids;  the  rest  wouldn't  bid  because 
we're  a  not-for-profit  organization. 

Congressman  Clay.  Let  me  ask  our  witness.  Senator  .  .  .  When 
people  have  come  before  our  committee  we  have  tried  to  find  out 
why  there  has  been  an  escalation  in  costs.  Everybody  contends  that 
he  or  she  is  making  less  now.  The  doctors  say  that  they  make  less 
money  than  before;  that  it's  not  their  responsibility.  The  private 
hospitals  say  it's  not  their's.  The  nonprofit  hospitals  say  it's  not 
their's— that  they're  just  keeping  up  with  costs.  Where  is  this  cost 
escalating  other  than  the  insurance  rates?  Do  you  know  what's  re- 
sponsible for  the  increase  in  costs? 

Ms.  Weinel.  Well,  I  think  it's  the  profit  motive  in  health  care. 
Everybody  may  deny  that  they're  making  money  on  health  care 
whatever  they're  doing— whether  they're  selling  equipment,  drugs, 
whether  they're  personnel  in  it,  or  what— but  there's  a  profit 
motive  in  health  care  in  our  country.  And,  until  we  wipe  out  that 
profit  motive,  we're  going  to  pay  more  than  all  of  the  rest  of  the 
world,  someday,  put  together  if  we  keep  the  profit  motive  in  health 
care.  Certainly  the  insurance  companies  are  not  getting  poor  either 
through  health  insurance  or  malpractice  insurance. 

Ms.  Kerr.  I  would  like  to  add,  also,  8  years  ago,  70  percent  of  our 
patients  were  on  Medicaid.  They're  now— the  Medicaid  users  are  50 
percent  of  our  population,  and  that  other  50  percent  falls  in  the 
category  of  the  working  uninsured,  under-insured,  and  about  10 
percent  with  no  insurance.  I  think  that's  an  indication.  Now,  we 
went  from  2,000  users  to  over  15,000,  so  the  state  of  the  economy  in 
the  last  8  years  is  an  indication  that  more  people  need  our  services. 

What  we  found  is,  in  our  population  of  users,  many  of  them  not 
only  hold  one  job,  but  two  jobs— two  half  jobs,  and  you  find  that  a 
lot  in  our  communities  especially  in  the  service  area  of  our  particu- 
lar health  centers.  Many  of  them  work  at  chains  where  they  only 
employ  part-time  employees  where  the  cut-off  is  at  the  point  where 
they  might  have  to  pay  benefits,  and  it's  just  not  unusual  to  find 
many,  many  of  our  patients  working  one  and  two,  and  sometimes 
three  part-time  jobs. 
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To  get  back  on  the  costs,  we  also,  as  Edna  Dell  mentioned,  we 
are  employers.  We  purchase  health  supplies.  We  have  seen  a  signif- 
icant increase  in  what  we  have  to  pay  for  supplies  in  our  communi- 
ty health  centers,  so  we  know  that  the  cost  is  escalating. 

But  I  think  that  the  challenge  here  is  that  all  of  us  will  have  to 
pay  one  way  or  another.  These  patients  are  going  to  be  seen. 
They're  coming  to  us  sicker  because  they — many  of  them  have 
been  employed;  have,  at  some  point  in  time,  had  health  insurance; 
feel  relatively  embarrassed  about  coming  to  centers  that  they  feel 
should  support  the  more  under-insured  individuals,  and  they  stay 
home  until  they  are  very  ill.  The  three  case  studies  that  I  gave 
were  some  indication  of  that.  The  patients  were  ready  to  go  into 
the  hospital  when  they  entered  our  centers,  and  yet,  we're  primary 
care  providers.  So  what  do  they  do?  They  end  up  at  the  hospitals. 
The  hospital  is  going  to  have  to  bear  the  costs  for  these  patients 
which  will  be  cost  shifting  to  the  economy  on  us.  And  I  think  that 
when  you  talk  about  the  spiraling  costs,  if  we  could  get  some  kind 
of  health  care  programs  together  that's  insured — and  I  certainly 
support  the  bill  that  the  Congressman  and  Senator  is  proposing — 
then  we  could  get  our  patients  in  for  primary  care  very  early 
which  is  a  lot  cheaper  than  having  our  patients  come  in  who  are 
ready  to  go  in  with  a  catastrophic  illness  which  is  extremely  costly 
to  the  community. 

Congressman  Clay.  You  know  the  hospitals  can  only  bear  so 
much  of  the  costs.  Now  Howard  University,  yesterday,  announced 
they  were  going  to  lay  off  about  20  percent  of  their  staff  because 
they'd  documented  they  had  given  away  $35  million  in  services  free 
of  charge  last  year.  Hospitals  can't  continue  on  this  basis.  There's 
got  to  be  something  here  more  basic,  because  the  records  do  indi- 
cate that  physicians  are  making  less  money  now  then  they  made  5, 
10,  or  15  years  ago.  Many  of  the  slots  in  the  medical  schools  are 
going  unfilled  when  15  or  20  years  ago,  there  were  14  or  15  appli- 
cants for  every  slot.  They're  going  unfilled  now.  They're  reducing 
the  number  of  people  they  advertise  for. 

Somewhere,  I  don't  know  where  it  is,  but  we've  got  to  pinpoint 
where  this  increased  cost  is.  It's  twice  what  the  increase  is  for  ev- 
erything else  in  the  economy,  and  I  just  have  not  been  able  to 
figure  out  where  it  is. 

Ms.  Kerr.  Well,  I  think  if  you  look  at  the  health  care  pie,  you 
will  find  that  a  small  proportion  of  that  money  goes  into  primary 
care.  It  is  cheaper  to  prevent  illnesses  than  it  is  to  treat  them,  es- 
pecially when  they  get  out  of  hand.  We  know  that  if  we  can  delay 
in-stage  renal  disease  that  we  will  save  the  State  $50,000  per  year 
for  dialysis  on  a  patient.  If  we  treat  the  patient  for  hypertension 
before  they  begin  the  in-stage  renal  disease,  it's  even  a  lot  cheaper. 
We  know  if  we  get  the  mothers  in  for  care — we  know  all  of  those 
things. 

But  I  think  you're  beginning  where  we  should  begin,  and  that  is, 
to  cover  them  with  health  insurance.  It  costs  money  to  provide 
health  care  on  every  level,  but  it's  cheaper  to  provide  it  on  the  pri- 
mary care  level,  so  that  only  those  few  will  get  to  the  top  in  that 
tertiary  care  level,  and  then  we'll  see  those  dollars  being  spent 
more  appropriately.  But  it  costs  our  health  centers— as  Edna  Dell 
said,  she  turned  away  2,000.  If  the  patients  who  visited  or  received 
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care  could  pay  for  their  services,  she  could  take  that  money  and 
pay  for  the  other  2,000  patients  that  she's  turning  away. 

So,  I  think  the  answer  is  health  coverage  for  all  American  citi- 
zens, if  possible,  but  I  think  a  good  place  to  begin  is  certainly  with 
the  working  people. 

The  Chairman.  Do  you  see  any  distinction  between  the  larger 
employer  and  the  smaller  employer  in  terms  of  the  coverage?  I 
mean  are  you  liable  to  get  people  in  your  primary  care  that  have 
more  comprehensive  kinds  of  coverage?  Or  are  you  seeing  people 
with  little  or  no  coverage  or  those  with  high  deductibles. 

Ms.  Weinel.  That's  right.  We  probably  are  not  drawing  from  the 
large  employers  because  many  of  them  have  gone  into  insurance 
programs  that  either  send  or  give  the  employees  a  choice  of  going 
to  an  HMO,  or  they  have  a  panel — they've  gotten  into  the  panel 
kind  of  insurance  which  is  much  more  cost  contained,  the  insur- 
ance companies  feel.  My  sense  is  that  we  are  not  drawing  large  em- 
ployer  

The  Chairman.  OK.  Yes. 

Ms.  Weinel.  Employees. 

The  Chairman.  Do  you  have  some  impressions  about  the  HMOs, 
Ms.  Kerr. 

Ms.  Kerr.  The  HMOs  do  provide  services  for  some  companies 
that  probably  would  not  have  health  insurance  coverage  and  I 
think  that's  a  plus.  I  think  it's  a  step  before  discontinuing  coverage 
or  having  the  patient  on  the  employee-subsidize  coverage.  So,  for 
that  reason,  I'm  certainly  supportive  of  the  HMOs. 

But  I  would  like  to  speak  to  the  individuals  coming  from  the 
large  corporations.  For  the  most  part,  those  individuals  will  seek 
the  private  providers  for  care  and  they  do  come  to  us  as  an  alterna- 
tive when  the  deductible  is  very  high  and  they  can't  pay  them,  so 
they  end  up  with  us.  We  hear  our  patients  in  the  waiting  room, 
and  Edna  Dell  and  I  have  laughed  about  this  at  times.  You  can 
always  tell  when  some  of  the  patients  have  used  private  providers 
before  because  they  sit  in  our  waiting  rooms  and  they  tell  the  other 
patients,  "We  used  to  have  a  real  doctor.  We  used  to  go  here,  there 
and  elsewhere."  So  they  see  the  health  center  as  being  

The  Chairman.  A  real  doctor. 

Ms.  Kerr  [continuing].  Little  less  than  the  real  doctor.  But  I 
think  over  time,  they  get  educated  and  they  learn  that  we  do  have 
real  doctors  there,  too. 

The  Chairman.  I  should  say. 

Ms.  Weinel.  Just  one  more  comment  about  HMOs.  Again,  one 
has  to  look  at  how  the  HMO  is  set  up.  If  this  is  set  up  with  a  cer- 
tain bottom  line,  the  whole  idea  then  is  to  see  how  few  visits  a  pa- 
tient can  make  to  the  HMO  to  meet  the  bottom  line.  I  think  it  s 
difficult  to  make  a  blanket  statement  on  HMOs  because  some  are 
set  up  with  the  real  idea  of  an  HMO  of  prevention,  and  education, 
and  some  of  the  social  services,  and  the  mental  health  services,  and 
like  that,  where  others  certainly  are  not.  They  are  really  set  up  to 
meet  a  bottom  line.  . 

The  Chairman.  Just  a  couple  more  questions.  One  is  how  signiti- 
cant  would  it  be  for  you  to  be  able  to  participate  in  a  regional  pool 
in  which  you  could  get  the  advantages  that  larger  plans  have  to 
offer  to— to  deal  with  those  that— I'm  talking  now  in  terms  of  the 
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coverage  of  your  own  employees;  would  that  make  much  of  a  differ- 
ence? 

Ms.  Weinel.  It  would  make  a  very  big  difference  because  of  our 
inability  to  get  many  bids  on  health  insurance  at  all  being  a  not- 
for-profit  agency.  That  would  give  us  a  big  boom  because  we  get  by 
without  options — if  somebody  gives  us  a  52  percent  increase,  we 
just  about  have  to  take  it  on  the  chin  because  there's  nobody  in  the 
wings  waiting  to  give  us  a  better  bid  to  come  over  to  their  compa- 
ny. 

Ms.  Kerr.  We  are  required  to  have  Workmen  s  Compensation 
coverage,  and  this  State  does  provide  a  pool  for  insurers,  so  that's 
one  example  that  it  can  work.  We  would  be  happy  to  participate  in 
a  regional  pool  for  providing  health  insurance  for  our  employees. 

The  Chairman.  Very  good.  We  want  to  thank  both  of  you  very, 
very  much.  This  has  been  enormously  helpful  insight  in  terms  of 
your  ability  to  provide  services  amidst  the  increasing  pressures. 

As  people  who  have  been  involved  in  this  for  a  long  period  of 
time.  Is  it  your  sense  that  it's  going  to  get  more  difficult  and  you're 
going  to  have  to  turn  away  more  people? 

Ms.  Kerr.  I  would  agree  with  that. 

The  Chairman.  Yes.  All  the  indices  in  terms  of  the  health  care 
system  are  pointing  in  an  enormously  dangerous  direction.  I  mean 
we're  continuing  to  see  an  increasing  number  of  people  who  have 
no  coverage.  We're  going  to  see  companies  that  do  have  coverage 
are  cutting  back,  and  that's  going  to  increase  the  greater  risk.  - 
We're  going  to  continue  to  see  the  escalation  of  costs  for  a  variety 
of  reasons  that  have  just  been  touched  on  here. 

We  didn't  get  into  some  of  the  problems  of  long-term  care.  We  addressed  some  of 
those  issues  yesterday  as  part  of  this  health  problem.  We're  really  talking  about 
working  families  here  today — those  that  do  have  coverage,  those  that  don't  have 
coverage,  the  gaps  which  exist  for  working  families  that  get  caught  and  the  enor- 
mous increase  in  the  deductibles.  The  $700  deductible  is  something  I  have  never 
heard  about  until  today.  We  used  to  talk  about  $100  deductible  20  years  ago  when 
we  were  trying  to  get  national  health  insurance.  We're  seeing  all  of  these  forces  and 
factors  that  are  squeezing  our  population  including  the  fact  that  we're  still  18th  in 
the  world  in  terms  of  infant  mortality.  We're  not  dealing  with  these  issues.  In  terms 
of  expectant  mothers,  600,000  expectant  mothers  a  year  have  no  insurance  whatso- 
ever. We  have  390,000  expectant  mothers  that  have  had  some  contact  with  sub- 
stance abuse  with  all  the  implications  that  that  has  in  terms  of  human  experience, 
let  alone  the  medical  repercussions.  Expensive  hospital  beds  are  being  used  because 
of  the  lack  of  nursing  home  care  which  could  be  a  fraction  of  the  cost.  Or  home  care 
which  could  treat  our  elderly  a  great  deal  more  humanely.  We've  got  a  full  chal-  , 
lenge  ahead.  ' 

But  our  focus  today  was  on  the  working  families  of  St.  Louis —  ^ 
the  industrial  heartland.  There  is  a  very  strong  and  powerful  work 
ethic  here.  This  is  a  reflection  about  how  our  country  is  treating 
our  workers  especially  in  view  of  the  excellence  of  medical  facilities 
here.  Every  single  community  has  got  these  kinds  of  problems.  The  j 
witnesses  who  testified  earlier  about  their  enormous  devotion  and 
love  of  family  and  their  loved  ones  is  an  inspiration  to  me  and  to 
all  Americans.  As  the  Congressman  pointed  out,  it  is  a  real  respon- 
sibility for  all  of  us  to  try  and  deal  with  this  issue.  And  I  think 
you've  heard  both  from  the  Congressman  and  myself,  we  are  fully 
committed  to  doing  something  about  it. 

We're  grateful  to  Reverend  David  Roseman  who's  the  pastor  of 
the  Maplewood  Baptist  Church  for  making  these  facilities  avail- 
able. 
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Congressman,  do  you  want  to  say  any  final  words  here? 

Congressman  Clay.  No,  I  have  no  statement  other  than  to  again 
thank  you  and  all  of  those  present  today. 

The  Chairman.  We  very  much  appreciate  all  of  your  attendance 
and  patience.  Ill  tell  you,  in  the  10  minutes  we  have  left,  if  there 
are  any  individuals  that  would  like  to  make  a  brief  comment, 
please  do  so.  Why  don't  you  just  line  up  over  here. 

We're  going  to  divide  whatever  time  we  have  by  the  number  of 
people.  I  think  both  the  Congressman  and  I  can  handle  that  mathe- 
matical problem.  [Laughter.] 

We'll  try  and  give  each  person  a  minute.  We'd  like  to  give  you 
longer.  And  for  those  that  we  cannot  reach,  we'll  leave  a  member 
of  the  staff  behind  here  with  a  pad,  and  we'll  try  and  address  some 
of  those  problems  after  the  hearing.  OK? 

Try  to  follow  the  time  limitations  because  we  have  others  that 
would  like  to  say  a  brief  word,  too,  so  we  ask  you  to  respect  them. 

Dr.  Johnson.  Good  morning.  Senator  Kennedy  and  Congressman 
Clay.  I'm  Dr.  Denise  Johnson,  the  medical  director  at  St.  Louis 
Comprehensive  Health  Center,  another  community  health  center. 

My  concern  as  a  physician  is  that,  in  addition  to  this,  the  physi- 
cians caring  for  patients  who  have  poor  insurance  makes  it  tremen- 
dously difficult  for  us  to  provide  the  quality  of  care  that  our  pa- 
tients do  deserve,  and  I  agree  with  your  bill.  We  definitely  need  to 
have  better  insurance  for  our  patients  so  that  we  can  continue  to 
provide  quality  care. 

The  Chairman.  Very  good.  Thank  you. 

Sister  Diepetro.  My  name  is  Sister  Mary  Diepetro.  I'm  from  the 
SSM  Health  Care  System  sponsored  by  the  Franciscan  Sisters  of 
Mary. 

Very  briefly  what  this  hearing  has  suggested  to  me  that,  in  addi- 
tion to  the  question  of  examining  the  provision  for  health  care,  per- 
haps the  insurance  industry  needs  to  be  examined. 

The  Chairman.  Hear.  Hear. 

Ms.  Fletcher.  Good  morning.  My  name  is  Pamela  Fletcher.  I'm 
a  community  health  nurse  with  the  Ranken  Neighborhood  Health 
Center,  and  I'm  cochairman  of  the  Health  Care  as  a  Human  Right 
Coalition. 

I'd  just  like  to  point  out  the  high  infant  mortality  rates  that 
we're  dealing  with  in  St.  Louis,  and  the  fact  that  by  July,  the  Fed- 
erally funded  neighborhood  health  centers  will  be  down  to  two  OB- 
GYN  practitioners,  and  this  is  a  tragedy  for  our  city  and  our 
Nation.  Thank  you. 

The  Chairman.  Nancy. 

Ms.  Glazer.  Senator,  I'd  have  given  you  my  testimony  earlier, 
but  I  couldn't  stand  here  and  do  this  before. 

I  just  wanted  to  say  I've  been  epileptic  for  the  last  24  years.  And 
there  is  a  misconception  about  people  who  have  epilepsy,  I'm  sure, 
as  other  diseases,  too.  But  I  think  a  lot  of  the  problem  is  with  the 
education  of  the  public  in  the  whole  situation.  Thank  you. 

The  Chairman.  Good. 

Ms.  Bynum.  Good  morning.  My  name  is  Eddie  Mae  Bynum  and 
I'm  from  South  Side  Welfare  Rights. 

And  I  just  wanted  to  elude  to  the  AFDC  mothers  who  go  to  work 
and  lose  their  benefits.  Just  making  $3.35  an  hour,  a  mother  of  two 
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will  lose  their  Medicaid  coverage  and  they  will  be  totally  out  of 
business.  If  the  children  get  sick  that  caused  the  (inaudible).  And 
again,  thank  you  very  much. 
The  Chairman.  Very  fine.  All  right. 

Ms.  Kerr.  Senator  Kennedy  and  Congressman  Clay,  I  would  like 
to  say  to  the  group — to  the  audience  that  we  will  be  celebrating  25 
years  of  community  health  center  legislation.  And  the  Senator  and 
the  Congressman  have  been  very  diligently  supporting  us  up  in 
Washington,  and  keeping  that  bill  alive,  and  keeping  the  health 
centers  around  serving  six  million  individuals  across  the  Nation. 
Thank  you. 

The  Chairman.  That's  a  good  point.  These  neighborhood  health 
centers  were  considered  one  of  those  liberal  programs  of  the  1960s 
that  everybody  always  dismissed.  We  made  a  lot  of  mistakes.  Lord 
only  knows  during  that  period  of  time,  but  one  of  the  ones  we 
didn't  make  a  mistake  on  is  developing  neighborhood  health  cen- 
ters. 

Thank  you  all  for  your  courtesies.  Thank  you  for  you  attention. 
The  ball  is  in  our  court,  so  to  speak,  but  we're  going  to  need  your 
help.  And  we're  going  to  want  you  to  continue  to  be  interested  and 
active  in  this  program.  We'll  do  the  best  we  can,  but  we  want  you 
to  stand  behind  us  every  step  of  the  way.  Thank  you  very  much. 

We'll  stand  at  recess. 

[Whereupon,  at  11:40  a.m.,  the  committee  adjourned,  subject  to 
the  call  of  the  Chair.] 


HEALTH  CARE  CRISIS  IN  RURAL  AMERICA 


THURSDAY,  DECEMBER  14,  1989 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Sparta,  GA. 

The  committee  met,  pursuant  to  notice,  at  10:35  a.m.,  in  the  Han- 
cock County  Library,  403  East  Broad  Street,  Sparta,  GA,  Senator 
Edward  M.  Kennedy  (chairman  of  the  committee)  presiding. 

Present:  Senator  Kennedy  and  Congressman  Roy  J.  Rowland. 

Mr.  Rowland.  If  I  could  have  your  attention.  We  would  like  to 
start  this  hearing  now  that  we  are  so  fortunate  to  have  here  in 
middle  Georgia. 

Mr.  Chairman,  it  is  a  real  pleasure  for  me  to  have  the  opportuni- 
ty to  welcome  you  and  your  staff  to  middle  Georgia  on  this  cold  De- 
cember day.  I  can  tell  you  that  the  weather  is  much  colder  here 
today  than  it  usually  is,  but  I  am  sure  you  are  acclimated  to  it 
quite  well,  being  from  Massachusetts. 

I  also  want  to  welcome  you  to  the  Eighth  Congressional  District 
of  Georgia,  which  extends  from  Greene  County  just  to  the  north, 
270  miles  to  the  Georgia-Florida  line  on  the  south.  It  is  largely  a 
rural  area  and  we  do  have  many  problems  in  our  rural  areas  now, 
and  particularly  in  our  health  care  delivery  system. 

We  have  problems  such  as  our  high  infant  mortality  rate.  We 
have  a  shortage  of  physicians  and  health  care  personnel  in  the 
rural  areas  and  in  our  country  and  particularly  here.  The  financial 
insecurity  of  our  rural  hospitals  is  a  constant  problem  with  us  that 
has  come  about  in  many  respects  because  of  the  inequity  in  the 
way  that  rural  hospitals  have  been  reimbursed,  the  large  propor- 
tion of  Medicare  patients  that  they  treat,  the  number  of  uninsured 
people  that  we  have,  the  drug  problem  which  we  have  already 
talked  about  briefly  and  the  sexually  transmitted  disease  increase 
which  is  almost  unbelievable  that  it  is  so  closely  related  to  that, 
and  the  liability  crisis  that  we  have. 

So  while  we  have  been  trying  to  address  some  of  these  problems 
in  Congress,  let  me  commend  you  for  the  leadership  role  that  you 
have  taken  in  helping  to  address  those  problems.  We  have  certain- 
ly made  great  strides  in  dealing  with  that,  but  we  still  have  so 
many  problems  that  we  need  to  address,  and  we  are  just  so  pleased 
that  you  are  here  today  to  focus  on  some  of  those  problems. 

The  State  of  Georgia  and  rural  communities  are  working  real 
hard,  and  I  think  that  Sparta  and  Hancock  County  is  a  perfect  ex- 
ample of  how  rural  communities  are  working  so  hard  to  be  sure 
that  we  have  good  health  care  and  ensure  good  quality  of  life  in 
our  rural  areas.  After  all,  we  see  so  many  people  moving  to  the 
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urban  areas  and  we  believe  that  the  quality  of  life  is  much  better 
in  the  rural  areas  in  so  many  respects. 

So  we  are  really  pleased  to  have  you  here  today,  Senator,  you 
and  the  members  of  your  staff,  to  focus  on  these  problems.  And  let 
me  say  on  behalf  of  all  of  the  people  that  are  here  today  from 
Sparta,  Hancock  County  and  middle  Georgia,  thank  you  very  much 
for  coming. 

Opening  Statement  of  Senator  Kennedy 
The  Chairman.  Thank  you. 

Thank  you  very  much.  Congressman  Rowland.  Let  me  say  what 
a  real  pleasure  it  is  for  me  to  have  the  chance  of  being  here  in  cen- 
tral Georgia,  in  Sparta,  in  Hancock  County.  I  want  to  acknowledge 
what  I  know  all  of  the  members  of  the  Eighth  Congressional  Dis- 
trict already  know,  and  that  is  how  much  we  rely  upon  your  in- 
sight on  a  wide  range  of  issues,  but  particularly  on  the  issues  of 
health  care  and  very  specially  about  the  challenges  which  your 
constituents  have  in  rural  parts  of  central  Georgia  in  receiving 
good  quality  health  care  at  a  price  that  they  can  afford  to  pay. 

I  think  all  of  us  in  Congress  acknowledge  the  work  that  you  have 
already  done  in  the  areas  of  infant  mortality,  particularly  the  prob- 
lems that  we  are  facing  in  terms  of  infant  mortality  in  rural  areas. 
You  worked  with  former  Senator  Chiles  on  the  Infant  Mortality 
Commission,  you  continue  to  devote  an  enormous  amount  of  your 
time  and  energy  in  that  area.  I  know  that  you  feel,  as  I  do,  that  the 
fact  that  the  United  States  is  18th  in  the  world  in  terms  of  infant 
mortality  rate  is  not  acceptable.  And  I  can  say  here  in  Sparta,  GA 
that  if  we  listened  more  closely  to  your  guidance  and  advice  not 
only  on  that  issue  but  many  others  involving  health  care,  we  would 
be  a  healthier  and  happier  country. 

So  I  am  very  grateful  to  you  for  your  hospitality,  and  to  the  help 
and  assistance  that  you  have  given  to  me  in  preparing  for  this  par- 
ticular hearing. 

I  want  to  thank  the  mayor  very  much  for  her  welcome  and  her 
kindness,  her  generosity  in  helping  to  prepare  for  our  hearing.  We 
know  that  you  have  a  distinguished  representative  and  a  former 
mayor  as  a  member  of  your  family.  You  know,  I  come  from  a 
family  that  is  involved  in  politics.  I  believe  that  when  you  have 
members  of  the  family  that  stay  in  politics,  that  is  good.  We  see 
that  that  is  being  done  here  in  Sparta,  GA  and  we  are  looking  for- 
ward to  perhaps  hearing  some  insights  later  on  after  we  go 
through  the  formal  aspects  of  the  hearing,  we  are  very  grateful  to 
you. 

And  I  want  to  thank  all  of  those  here  that  have  been  involved  in 
the  preparation  foi'  this  hearing:  Juanita  Williams,  the  librarian; 
and  Karen  Meeks,  for  letting  us  use  this  excellent  new  facility  for 
our  hearing.  I  understand  it  was  just  dedicated  3  months  ago  and  it 
really  demonstrates  the  interest  of  the  citizens  of  this  community 
and  the  importance  of  education  in  making  available  these  kinds  of 
library  facilities  to  the  fellow  citizens.  The  emphasis  and  stress  - 
that  so  many  in  this  room  have  placed  upon  health  care  and  their 
willingness  to  take  on  that  issue,  is  a  very  clear  indication  of  the 
priorities  of  people  here,  place  on  caring  for  their  fellow  citizens. 
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and  in  providing  education  for  the  young.  I  think  it  is  a  real  trib- 
ute to  all  of  those  who  are  here  and  to  many  others  who  are  not 
here,  about  your  own  priorities. 

Hancock  County  was  named  after  John  Hancock  who  hails  from 
Massachusetts,  I  am  not  sure  at  this  time  that  I  am  prepared  to 
say  that  Mr.  Hancock  was  a  Democrat  or  a  Republican,  but  that 
does  not  matter  at  all,  we  embrace  his  memory  and  we  are  proud 
of  his  association  with  the  founding  of  this  great  republic.  Coming 
many  miles  from  where  I  am  at  home,  the  fact  that  he  made  useful 
contributions  in  the  fashioning  and  the  shaping  of  our  Nation  is 
something  that  I  had  to  mention. 

And  then  I  also  know  that  there  was  a  daughter  of  Ireland,  Flan- 
nery  O'Connor,  who  lived  down  the  road  here,  one  of  the  distin- 
guished writers.  She  brought  a  little  bit  of  Ireland  with  her  over  to 
this  part  of  the  world.  So  I  feel  very  much  at  home  here  in  Sparta 
with  you,  Congressman,  and  with  all  of  those  who  share  some 
common  views  and  vision  for  our  country. 

I  would  just  like  to  make  a  very  brief  opening  comment  because 
we  come  here  really  to  listen  to  those  that  we  will  hear  from  short- 
ly and  who  have  a  very  important  message  to  tell,  and  then  a 
second  panel  of  providers,  and  then  to  the  extent  that  we  have 
time  left,  we  will  hope  that  we  might  allow  some  of  those  in  our 
audience  to  make  some  brief  comments. 

But  this  is  really  the  last  stop  of  a  4-day  tour  of  the  country 
which  brought  us  to  different  areas  of  the  country  and  I  would  like 
to  just  say  a  brief  word  about  what  this  whole  hearing  really  in 
about— as  the  chairman  of  the  Labor  and  Human  Resources  Com- 
mittee that  has  some  responsibility  to  help  fashion  and  shape 
health  policy. 

I  believe  that  health  care  should  be  a  basic  right  for  all,  not  just 
an  expensive  privilege  for  the  few.  My  family  has  been  fortunate  in 
being  able  to  obtain  the  best  of  health  care  and  it  ought  to  be  avail- 
able to  every  family.  But  today  we  face  a  crisis  in  the  health  care 
system  that  threatens  the  well-being  of  every  American  family  in 
communities  across  the  Nation.  Health  care  is  the  fastest  growing 
failing  business  in  America.  The  challenge  is  more  serious  than  at 
any  time  since  the  enactment  of  the  Medicare  Act  in  1965.  As  I 
have  traveled  across  the  country  this  week,  I  have  learned  that  no 
one  is  immune  from  this  crisis.  Young  or  old,  rich  or  poor,  insured 
or  uninsured. 

Nevertheless,  because  disproportionate  numbers  of  rural  Ameri- 
cans are  uninsured,  elderly  or  poor,  they  are  especially  hard  hit  by 
the  crisis.  Right  here  in  Georgia  there  are  almost  a  million  men, 
women  and  children  with  no  health  insurance  at  all.  The  elderly 
comprise  12  percent  of  the  Nation's  total  population,  but  25  percent 
of  the  rural  population.  So  the  need  to  deal  with  the  problem  of 
long-term  care  is  especially  urgent.  The  poverty  rate  is  13  percent 
of  the  Nation  as  a  whole,  but  it  is  17  percent  in  rural  America.  Yet, 
only  a  quarter  of  the  rural  poor  qualify  for  Medicaid  compared  to 
nearly  half  of  the  inner-city.  . 

When  it  comes  to  health  care  for  the  poor  in  this  rich  Nation,  we 
have  a  double  standard  within  a  double  standard.  It  is  hard  enough 
for  anyone  who  lives  in  poverty  to  obtain  decent  health  care,  it 
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should  not  be  twice  as  hard  for  those  who  live  in  urgent  need  in 
rural  America  to  qualify  for  Medicaid. 

Statistics  tell  us  that  nearly  three-fourths  of  the  medically 
under-served  areas  are  rural,  but  statistics  cannot  tell  us  what  it 
means  to  Sparta  and  its  community  health  center  to  be  without  a 
physician  for  several  months.  Statistics  also  tell  us  that  there  is  a 
severe  shortage  of  obstetrical  services  in  rural  areas  and  that 
infant  mortality  rates  are  highest  in  the  rural  southeast,  they 
reach  as  high  as  three  times  the  national  average.  But  statistics  do 
not  begin  to  measure  the  human  tragedies  that  occur  every  day  in 
rural  counties  because  of  inadequate  prenatal  and  obstetric  care. 

What  do  we  say  to  the  young  woman  from  this  area  who  lost  her 
baby  after  a  premature  delivery  during  an  hour-long  ride  to  the 
hospital?  Do  we  simply  apologize  for  the  fact  that  the  quality  of 
health  care  to  the  poor  is  so  poor,  or  do  we  finally  begin  to  learn 
from  the  tragedies  and  resolve  that  they  shall  not  happen  again? 

If  there  is  one  issue  that  should  unite  communities  across  Amer- 
ica, it  is  the  need  to  respond  to  these  health  care  challenges  that 
threaten  the  health  of  every  American.  Sparta  responded  to  that 
challenge  by  floating  a  bond  issue  to  reopen  their  county  hospital  a 
few  blocks  from  the  library.  Last  year  the  county  devoted  one-third 
of  its  budget  to  keeping  that  hospital  functioning.  The  people  of 
Sparta  know  that  health  care  is  important  and  the  American 
people  know  it  too. 

I  think  that  next  year  can  be  the  year  in  which  comprehensive 
reform  of  our  health  care  system  can  finally  be  enacted,  and  I  look 
forward  to  the  views  of  the  witnesses  we  will  hear  from  today. 

We  want  to  welcome  our  witnesses.  Our  first  witness  is  Joan 
Baity,  and  we  thank  you  very  much  for  being  with  us.  Joan  lives  20 
miles  from  Sparta  in  Washington  County,  in  Sandersville,  GA. 
Then  we  will  have  Ms.  Debra  Brown  of  Greensboro  and  then  we 
will  hear  from  Mr.  Joseph  Sheppard  of  Sparta,  GA.  Perhaps  we 
will  hear  from  all  of  them  and  then  we  might  go  into  some  ques- 
tions. Joan,  we  would  be  delighted  to  hear  from  you. 

STATEMENT  OF  JOAN  BAITY,  SANDERSVILLE,  GA 

Ms.  Baity.  Thank  you.  Senator  Kennedy  and  Congressman  Row- 
land. Good  morning,  ladies  and  gentlemen. 

I  am  here  to  speak  on  my  priority,  Alzheimer's  disease. 

The  Chairman.  If  you  would  be  good  enough  to  hold  for  just  a 
moment.  I  want  to  point  out,  I  think  all  of  us  are  very  mindful  that 
it  is  always  difficult  to  talk  about  our  health  care  needs.  I  think  j 
most  Americans,  all  of  us,  frankly  would  rather  not  speak  about 
the  health  challenges  that  we  face  individually,  personally,  or 
those  of  a  member  of  the  family.  We  have  some  of  those  today  that 
are  willing  to  share  these  life  experiences  with  us  and  I  think  the 
challenge  then  for  the  Congressman  and  myself  is  to  really  do 
something  about  it. 

So  I  am  very  mindful  at  the  outset  that  these  are  never  easy  sto- 
ries to  tell,  they  are  very  personal  stories  to  tell,  and  we  are  very 
grateful  to  our  witnesses  for  being  willing  to  share  those  with  us  | 
here  this  morning  and  we  will  share  the  stories  with  our  colleagues  i 
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in  the  Senate  and  try  and  address  some  of  the  challenges  which 
those  stories  present. 

Joan,  I  hope  you  have  the  mike  in  front  of  you  now  so  that  we 
will  all  have  a  good  chance  to  hear  you. 

Ms.  Baity.  Let  me  repeat  again,  I  am  here  on  behalf  of  my 
mother  who  is  an  Alzheimer's  victim.  I  appreciate  the  Senator  and 
the  Congressman's  time  to  be  here  also. 

We  were  raised  in  Illinois  in  a  farming  community  and  came  to 
Georgia  in  the  Fifties.  My  mother  and  dad  both  have  worked  in  the 
cattle  industry  and  been  hard  workers  all  their  lives,  never  being 
in  the  higher  income  brackets  and  now  living  on  Social  Security. 

My  father  died  in  February  with  cancer  and  in  the  meantime  my 
husband  divorced  me  due  to  the  strain  of  both  illnesses.  My  mother 
at  that  time  was  able  to  take  care  of  him,  we  did  not  know  that  she 
had  the  early  onset  symptoms  of  Alzheimer's  disease. 

Until  it  hits  your  family,  you  are  not  all  that  concerned  with 
something  so  devastating  as  to  take  a  bright  and  beautiful  woman, 
outgoing  and  loving  and  caring,  and  she  is  now  bed-ridden,  unable 
to  speak  in  more  than  just  a  ''yes"  or  "no"  and  a  few  sentences, 
totally  incontinent,  angry  and  hurt  at  times  with  people  coming  in 
and  out  of  her  room.  She  responds  at  whatever  level  she  is  for  that 
day  and  it  is  never  the  same,  every  day  is  different.  It  is  hard  to 
work  with  someone  who  is  hurt  in  the  mind,  the  alienation  of  your 
own  family,  people  who  will  not  come  around  you  because  they  feel 
like  mother  is  going  insane,  or  as  I  have  a  brother  who  says  my 
mother  died  2  years  ago.  That  is  hard  to  accept. 

Let  me  give  you  just  a  brief  history  of  what  has  happened  to  me, 
and  I  realize  this  is  not  the  norm,  this  is  just  some  things  that  have 
happened  to  me  in  the  3  years  that  I  have  watched  my  mother 
become  almost  a  child  again. 

I  left  here  in  1980  and  moved  to  South  Carolina  to  be  married 
and  I  worked  in  the  court  system  there.  I  came  home  every  few 
weeks  and  noticed  just  slightly  that  mother  was  changing,  person- 
ality disorder,  confusion  and  forgetfulness  is  the  first  thing  that 
you  have  happen.  But  you  do  not  recognize  that,  you  think  that  is 
senility,  you  just  sort  of  pass  it  off  and  keep  going. 

Well  daddy  had  surgery  for  cancer  in  1986  and  recovered. 
Mother  was  able  to  take  care  of  him  for  awhile.  She  could  do  light 
housekeeping,  maybe  hang  the  clothes  out  and  a  little  cooking,  but 
all  that  changed,  because  she  used  to  do  everything. 

Then  she  broke  her  hip  in  June  of  1986  and  when  she  came 
home  there  was  a  total  change  in  personality.  I  had  to  leave  my  job 
and  leave  my  husband  on  Mondays  and  come  down  and  stay  until 
Friday  and  go  back.  The  strain  became  more  and  more  and  he  di- 
vorced me  in  1987. 

Mother  had  to  have  intensive  care,  as  far  as  physical  therapy  for 
her  hip,  and  by  October  she  broke  the  other  hip.  By  that  time  she 
was  going  into  rages  that  no  one  understood,  no  one  knew  how  to 
deal  with,  day-to-day  three  and  four  loads  of  clothes  to  be  washed, 
and  the  drain  mentally  and  emotionally  is  devastating.  You  cannot 
imagine  until  it  has  happened  to  you. 

My  father  became  ill  again  with  cancer  and  over  the  7  months 
that  I  kept  him  at  home  and  my  mother,  he  was  going  downhill. 
We  already  knew  it  was  terminal  but  it  happened  a  little  quicker 
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than  the  doctors  said.  They  gave  him  6  months  to  a  year.  She  could 
not  take  care  of  him  and  at  this  point  she  is  not  aware  that  he  has 
died.  There  was  no  way  we  could  tell  her  and  make  her  understand 
that. 

She  went  through  a  period  that  she  could  still  read  and  write, 
she  could  still  walk,  sometimes  she  was  violent,  she  might  throw 
the  walker  at  you,  she  might  hit  you,  she  has  knocked  me  down. 
She  has  kept  me  bruised  and  beaten,  besides  the  mental  factor. 

But  I  cannot  tell  any  of  you  how  hard  that  is  for  anybody  who 
has  to  go  through  that.  And  according  to  all  that  I  can  read,  and  I 
know  more  about  Alzheimer's  than  any  of  you  will  ever  want  to 
know,  there  are  at  least  four  million  people  in  these  United  States 
with  it.  It  is  projected  to  the  year  2050  there  may  be  14  million. 

There  is  very  little  help  for  my  mother.  We  live  on  her  Social 
Security.  She  is  in,  you  might  say,  perfect  health  except  for  that 
but  she  is  bed-ridden  now  and  I  need  some  help.  Some  way,  some 
how,  I  need  some  help. 

I  do  not  know  what  else  we  can  do  for  her  at  this  point,  but  with 
the  family  alienation  and  the  caregivers  across  this  Nation,  for  ev- 
eryone who  is  out  taking  care  of  a  parent,  you  have  effectively 
taken  two  people  out  of  the  work  force,  and  as  Congressman  Row- 
land and  Senator  Kennedy  have  alluded  to  the  fact  that  we  have 
drugs  and  everything  else,  when  you  add  health  care  to  that,  the 
work  force  is  dwindling  and  we  need  some  sort  of  help. 

Senator  Kennedy,  I  appreciate  your  work  on  the  Pepper  Commis- 
sion, and  if  you  could  take  a  message  back  to  all  of  your  constitu- 
ents there  and  also  your  colleagues  that  we  need  help.  We  appreci- 
ate all  you  have  done  so  far,  and  I  wish  you  God-speed  in  your  en- 
deavor. 

The  Chairman.  Thank  you  very  much.  That  is  a  very  powerful 
message  of  love.  Obviously  your  attention  to  your  parents  at  the 
time  they  are  facing  extraordinary  challenges;  your  father  and  now 
your  mother,  is  really  a  lesson  of  inspiration  about  what  the  whole 
teachings  are  about.  So  I  would  hope  that  with  the  enormous  chal- 
lenges that  you  are  dealing  with,  we  know  that  there  are  many 
people  that  you  inspire. 

You  have  inspired  me  today  and  I  am  sure  those  that  listened  to 
your  story.  So  I  think  you  ought  to  know  that  right  at  the  start. 

Let  me  just  ask  a  few  questions. 

Did  you  have  any  insurance  to  help  you  and  assist  you  during 
this  period  of  time? 

Ms.  Baity.  My  father  went  through  a  period  of  having  someone 
come  in  and  bathe  my  mother  before  I  came  there. 

The  Chairman.  I  was  asking  just  about  insurance.  Then  I  want 
to  ask  you,  you  know,  about  what  kind  of  help  you  might  have  re- 
ceived. But  did  you  get  any — were  you  covered  at  all? 

Ms.  Baity.  She  had  insurance  but  he  had  to  put  her  on  one  of 
the  Medicaid  programs  in  order  to  have  the  help  but  now  we 
cannot  get  any  more. 

The  Chairman.  OK. 

Ms.  Baity.  We  not  only  cannot  get  it  because  of  her  age  and  her 
disability,  but  nursing  homes  reject  her  also.  Most  nursing  homes  i 
will  not  take  an  Alzheimer's  victim  because  of  the  violence  and  in-  f 
continence. 
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The  Chairman.  So  if  you  had  the  resources,  you  would  not  be 
able  to  place  her  in  a  nursing  home? 
Ms.  Baity.  No. 

The  Chairman.  Now  have  you  been  able  to  get  any  help  and  as- 
sistance to  try  and  relieve  you  from  what  I  imagine  is  almost  a  24- 
hour  responsibility. 

Ms.  Baity.  Yes,  sir,  it  is.  There  are  two  family  members  that 
come  long  enough  for  me  to  go  to  the  grocery  store  and  go  to 
church,  but  as  far  as  having  someone  else  come,  you  have  to  pay 
out  of  pocket  for  that. 

The  Chairman.  You  get  no  help  or  assistance  on  that,  you  have 
to  pay  out  of  your  pocket?  ,  3 

Ms.  Baity.  That  is  right. 

The  Chairman.  And  that  effectively  comes  out  of  the  Social  Se- 
curity? 
Ms.  Baity.  Yes,  it  does. 

The  Chairman.  Let  me  ask  you  as  someone  who  has  been  coping 
with  these  dual  kind  of  challenges  for  some  period  of  time,  what 
would  make  the  most  difference  to  you  in  terms  of  caring  for  your 
mother?  As  you  mentioned,  you  are  a  real  expert  on  this,  perhaps 
out  of  tragic  circumstances  certainly,  but  what  would  make  the 
most  difference  to  you? 

Ms.  Baity.  An  afternoon  a  week,  just  an  afternoon  a  week. 

The  Chairman.  That  is  not  asking  for  much.  You  mean  having 
someone  who  might  be  able  to  come  in  and  deal  with  her,  skilled 
care? 

Ms.  Baity.  It  would  have  to  be  semi-skilled  at  least. 

The  Chairman.  Semi-skilled  and  have  some  understanding  per- 
haps of  the  mood  swings  with  Alzheimer's,  etc. 

Ms.  Baity.  Yes.  Someone  would  have  to  be  able  to  tolerate  the 
violence. 

The  Chairman.  But  people  like  you  are  willing  to  try  and  come 
to  grips  with  this  kind  of  situation.  You  are  not  asking  for  much, 
just  an  afternoon  a  week.  You  would  think  our  society  would  be 
able  to  shape  or  fashion  that  kind  of  a  program. 

Congressman,  do  you  have  questions? 

Mr.  Rowland.  Thank  you.  Senator  Kennedy,  and,  Joan,  let  me 
thank  you  also  for  that  very  moving  statement  that  you  have 
made. 

You  focused  on  one  area  that  perhaps  we  tend  to  forget  about, 
and  that  is  the  strain  that  is  placed  on  the  family  and  what  an  ill- 
ness like  this  can  do  to  an  entire  family.  You  talked  about  the  fact 
that  two  people  are  taken  out  of  the  work  force  in  order  to  meet 
the  needs  of  the  individual  that  is  sick. 

I  appreciate  you  focusing  on  that  because  that  is  such  an  impor- 
tant aspect  of  overall  health  care. 

Ms.  Baity.  Definitely. 

Mr.  Rowland.  And  that  is  one  of  the  things  the  Congress  is 
struggling  with  now  and  has  not  been  able  to  come  up  with  a  solu- 
tion to  long-term  care,  to  help  address  the  very  problem  that  you 
mentioned.  You  also  mentioned  the  depletion  of  resources  and  be- 
coming eligible  for  Medicaid  because  of  that.  It  is  so  distressing  for 
people  like  Senator  Kennedy  and  myself  in  the  Congress  to  try  to 
deal  with  these  problems  too. 
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He  has  already  asked  you  about  what  would  be  the  one  thing 
that  you  would  really  like  to  see  happen  and  you  said  an  afternoon 
a  week.  I  think  that  illustrates  that  so  many  people  want  to  keep 
their  families  at  home.  They  do  not  want  to  see  them  leave  home, 
and  they  just  need  some  help. 

Would  you  say  that  is  one  of  the  principal  things? 

Ms.  Baity.  In  our  family  it  is,  we  focus  on  family,  my  church  fo- 
cuses on  family  and  to  be  able  to  keep  her  at  home  so  that  every- 
one could  see  her,  those  that  wish  to,  would  be  the  best  thing  we 
could  do.  When  she  was  ambulatory,  I  could  take  her  for  a  ride  and 
come  back  to  the  house  and  she  would  say  why  are  we  stopping 
here,  she  did  not  recognize  her  own  home.  Being  with  family  she 
still  smiles  when  someone  walks  in  the  room.  If  you  touch  her 
hand  or  touch  her  head  or  stroke  her  hair,  she  still  smiles.  In  a  few 
minutes  she  might  decide  she  wants  to  punch  you  out,  but  when 
they  are  ambulatory,  adult  day  care  would  help,  but  help  of  any 
kind  would  help  just  to  get  you  back  on  your  feet  and  keep  you 
going. 

The  Chairman.  The  health  challenges — ^just  in  conclusion — that 
you  are  facing  are  monumental  challenges,  but  here  we  have  a 
fellow  citizen  of  our  country  who  wants  to  work,  had  a  job  offer, 
would  work,  has  a  life  experience  of  working  in  our  society  and 
only  because  of  love  of  mother  and  father,  the  basic  and  fundamen- 
tal values  of  our  society,  is  put  into  this  kind  of  condition  where 
she  has  to  see  effectively  the  family  bankrupted  before  we,  as  a  so- 
ciety, will  reach  out  and  try  and  provide  some  kind  of  minimum 
standards,  and  then  have  to,  out  of  that  kind  of  love  and  caring, 
take  care  of  a  family  member,  and  be  willing  to  do  that  and  then 
comes  here  noncomplaining.  The  only  thing  she  is  asking  for  is  to 
have  the  time  to  be  able  to  go  to  the  grocery  and  go  to  church  and 
maybe  have  an  afternoon  a  week. 

Now  if  we  cannot  try  and  deal  with  that  kind  of  an  issue  and 
problem  as  a  society  and  do  it  in  a  way  that  is  fair  and  just,  we 
have  to  really  ask  about  our  whole  sense  of  humanity  and  decency 
as  a  society — we  just  have  to.  If  that  does  not  ring  out — I  mean 
who  among  us  would  change  places  and  cope  with  this  kind  of  situ- 
ation. If  we,  as  a  society  and  a  community  are  better  off  because 
people  such  as  Joan  are  willing  to  take  care  of  a  chronically  ill 
family  member,  what  is  it  that  restrains  us  from  trying  to  deal 
with  that  particular  challenge  and  offering  these  people  some 
relief?. 

Well,  as  I  say,  we  are  enormously  appreciative. 
We  will  hear  from  Debra  Brown.  Debra,  we  are  glad  to  have  you 
here  and  we  appreciate  very  much  you  joining  with  us  as  well. 

STATEMENT  OF  DEBRA  BROWN,  GREENSBORO,  GA 

Ms.  Brown.  Good  morning.  Senator  Kennedy  and  Congressman 
Rowland.  I  thank  you  for  this  time  to  talk  to  you  about  the  con- 
cerns I  have  about  my  7-year-old  daughter  Shondell  which  has  a 
chronic  illness. 

I  am  a  divorced  parent  with  three  children  and  limited  resources. 
I  am  having  more  and  more  worries  about  getting  the  kind  of 
health  insurance  I  need  to  protect  my  family,  but  particularly  my 
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daughter,  Shondell,  who  is  sitting  in  the  front  row.  Shondell  is  the 
youngest  of  my  three  children.  Ever  since  she  was  a  very  little  girl, 
she  has  suffered  from  acute  asthma.  Although  Shondell  is  normally 
very  active  and  happy,  her  serious  respiratory  illness  can  make  her 
ver>^  tired  and  listless.  Several  times  her  problem  has  been  so 
severe  that  she  had  to  be  hospitalized. 

When  she  was  only  2  years  old,  Shondell  had  to  be  put  in  the 
hospital.  She  had  one  of  the  worst  attacks  that  she  had  ever  experi- 
enced. She  was  hospitalized  for  almost  2  weeks,  she  was  in  inten- 
sive care.  At  that  time,  we  were  fortunate  because  my  husband  and 
I  were  both  working  and  had  coverage  that  paid  most  of  the  cost  of 
Shondell's  care. 

I  have  always  tried  very  hard  to  keep  insurance  coverage  that 
would  protect  Shondell  but  I  have  had  more  and  more  problems  re- 
cently. Over  the  last  3  years  I  have  had  different  jobs  but  each  job 
I  was  covered  by  different  insurance  companies.  When  it  comes  to 
coverage  for  my  daughter  under  these  plans,  all  these  companies 
told  me  the  same  story,  the  company  had  exclusion  for  certain 
chronic  conditions.  Sometimes  they  would  not  cover  treatment  for 
asthma  at  all,  other  times  they  said  coverage  would  not  start  until 
I  had  been  a  policyholder  for  at  least  2  years.  So  I  found  it  hard  to 
see  what  kind  of  protection  the  insurance  was  giving  my  daughter. 

A  little  over  a  year  ago  I  had  to  carry  Shondell  to  the  hospital 
even  though  I  knew  my  insurance  policy  would  not  cover  the  cost. 
Luckily  my  ex-husband  came  up  with  more  than  $4,000  to  pay  the 
bill.  However,  he  no  longer  provides  any  support.  I  do  not  want 
Shondell's  health  to  depend  on  whether  or  not  he  wants  to  help 
out. 

Last  month  I  was  laid  off  and  now  I  have  no  health  insurance  for 
myself  either.  The  people  at  the  plant  gave  me  the  chance  to  con- 
tinue my  health  insurance  policy,  but  my  income  is  so  low  that  I 
cannot  afford  the  increased  policy  cost. 

Of  course  I  am  worried  about  not  having  health  insurance  for 
myself,  but  I  am  more  concerned  about  Shondell  with  her  chronic 
illness. 

As  I  look  for  work,  I  am  trying  to  be  sure  to  find  a  corapany  that 
has  an  insurance  plan  that  would  cover  my  family,  especially  Shon- 
dell. Until  I  get  another  job  and  find  some  other  means  to  get 
health  coverage,  I  will  remain  worried  about  not  having  protection 
in  case  my  daughter  needs  treatment.  I  am  worried  that  I  will  hear 
the  same  message  again,  that  her  condition  will  not  be  covered  or 
will  require  a  long  waiting  period. 

This  situation  is  very  unsettling  for  a  mother  who  is  worried 
about  her  child's  welfare.  I  have  looked  into  Medicaid  coverage  but 
I  was  told  that  my  income  makes  me  ineligible.  .  r  i  • 

I  know  that  all  of  you  who  are  parents  understand  how  painful  it 
would  be  to  see  your  child  gasping  or  wheezing  to  get  the  next 
breath.  When  this  happens  to  my  daughter,  I  want  to  be  able  to 
carry  her  to  a  doctor  right  away.  But  since  she  is  not  covered,  I  do 
not  know  what  I  face  if  Shondell  has  another  serious  attack.  There 
are  so  many  things  that  can  make  Shondell  have  terrible  breath- 
ing, it  is  hard  to  try  to  keep  her  away  from  all  of  them.  Also,  it  is 
hard  to  try  to  restrict  activities  of  a  7-year-old  who  wants  to  get 
into  everything.  I  just  do  the  best  that  I  can  and  hope  that  Shon- 
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dell  does  not  get  sick.  And  it  is  so  painful  to  see  a  child  suffer  when 
you  do  not  know  whether  or  not  when  you  take  that  child  to  the 
hospital  that  they  are  going  to  turn  you  away  just  because  you  do 
not  have  the  adequate  means  to  provide  for  that  child. 

There  are  so  many  more  Shondells  around,  you  would  just  be 
overwhelmed.  I  believe  that  there  is  some  way  that  we  can  be 
helped  because  if  your  idea  was  in  doing  the  best  that  you  can  and 
that  is  not  enough,  there  should  be  some  way,  some  provision  that 
we  can  get  some  type  of  assistance. 

I  thank  you  very  much  for  your  time. 

The  Chairman.  Well  thank  you  very  much,  Debra  Brown.  I 
think  we  see  the  first  witness,  obviously  the  child,  member  of  the 
family,  caring  for  their  parents  and  now  the  love  of  a  parent  for  a 
child.  Here  we  have  someone  that  is  working,  wants  to  work  and  is 
put  to  the  first  interest,  their  whole  life,  being  able  to  get  an  insur- 
ance policy  so  they  can  have  coverage  for  their  children,  moving 
from  job  to  job  and  finding  out  that  even  when  you  have  those  in- 
surance policies,  you  have  those  exclusions,  "This  policy  works 
with  the  exception  of  .  .  and  that  is  always  what  you  need — 
generally. 

We  see  that  in  terms  of  births,  excluding  problems  that  come 
within  the  first  10  days  of  a  birth,  which  eliminates  about  90  per- 
cent of  the  complications  in  terms  of  infant  birth.  Here  we  have  in 
regards  to  the  chronic  diseases  and  in  this  case,  asthma.  I  am  cer- 
tainly very  empathetic  and  sympathetic  with  Debra  Brown  because 
I  have  a  son,  Patrick,  who  is  a  chronic  asthmatic.  I  have  made  that 
same  trip  and  you  just  never  know  when  that  child  is  fighting  for 
breath  whether  that  is  going  to  be  the  last  breath — you  just  do  not 
know  it.  And  you  have  difficulty  in  understanding  how  anyone  can 
have  that  much  difficulty  in  breathing  and  survive.  And  you  com- 
plicate that  with  wondering  whether  you  are  going  to  be  able  to  get 
in  there  and  get  treatment,  what  that  does  to  you  as  a  parent  in 
our  society.  It  is  just  really  unrealistic. 

And  I  am  sure,  Debra,  you  probably  wonder  about  the  things 
that  are  going  to  set  your  child  off.  I  remember  being  up  in  Boston 
and  being  outdoors  and  having  a  dog  come  around  and  sniff  my 
ankles  and  flying  back  to  Washington,  going  into  my  room,  chang- 
ing my  clothes,  my  son  coming  back  in,  and  45  minutes  later 
having  to  take  him  down  to  the  hospital  because  of  the  fibers  that 
came  from  that  suit  were  in  that  room,  and  having  no  understand- 
ing of  what  set  him  off.  Facing  that  every  single  day  and  not 
having  the  other  kinds  of  protections,  having  that  anxiety.  And  he 
is  lucky,  but  at  age  22  he  has  not  grown  out  of  it,  you  always  hope 
that  people  will  grow  out  of  it.  President  Kennedy  had  asthma,  he 
had  problems  visiting,  traveling  and  going  to  different  people's 
homes,  he  would  go  in  and  take  a  nap  and  come  out  and  his  eyes 
would  all  be  filled  up  because  there  had  been  a  cat  or  something  on 
that  bed,  5  hours  before.  He  was  able — that  is  not  the  kind  that 
you  described  here,  but  this  is  something. 

Could  we  introduce  your  daughter?  Is  that  all  right?  Would  she 
stand  up  over  here?  Shondell,  could  you  just  stand  up?  We  just 
want  to  get  a  look  at  you.  We  want  to  thank  you  very  much,  we 
saw  you  looking  through  a  little  book  over  there.  We  are  very  glad 
to  have  you  here.  We  thank  you  very  much  for  joining  with  us  and 
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we  very  much  appreciate  your  mother  being  here.  We  hope  you 
will  say  hello  to  the  rest  of  your  family  for  us. 
Thank  you  very  much.  [Applause.] 

The  Chairman.  Let  me  ask  just  a  couple  of  quick  questions.  Does 
the  fact  that  you  live  in  a  rural  area,  does  this  make  it  somewhat 
more  complicated  or  difficult  the  longer  time  it  takes  you  to  get  to 
a  medical  setting? 

Ms.  Brown.  It  does,  because  she  has  to  have  special  care  and  fa- 
cilities at  our  local  hospital,  it  is  not  equipped  to  handle  all  of 
them,  so  I  have  to  commute  at  least  35  to  40  miles  in  order  to  take 
her  to  get  the  adequate  care  that  she  really  needs. 

The  Chairman.  And  do  you  have  to  make  special  arrangements 
in  case  you  have  an  acute  episode? 

Ms.  Brown.  Well  yes,  I  have  to  make  sure  that  she  has  her  medi- 
cation before  she  leaves  home,  I  have  to  carry  her  medication  over 
to  the  school  and  give  them  instructions  as  to  what  to  do.  And 
when  I  am  working,  I  have  to  make  special  provisions  so  that  my 
mother  can  go  and  pick  her  up  and  take  her  home  and  they  will 
not  have  to  wait  on  me  in  the  event  that  she  does  have  an  attack 
and  I  cannot  get  away  just  then. 

There  are  a  lot  of  different  things  that  you  have  to  deal  with 
when  you  have  a  child  with  such  a  problem. 

The  Chairman.  Let  me  ask  you,  you  did  not  talk  about  those  pre- 
scription drugs,  but  they  run  up  a  little  bit. 

Ms.  Brown.  Yes,  they  are  pretty  costly  and  you  have  to  have 
them  on  a  regular  basis.  She  has  to  have  medicine  every  day. 

The  Chairman.  And  they  can  run  up. 

Ms.  Brown.  They  are  not  cheap  at  all.        '  ' 

The  Chairman.  I  think  I  hear  you. 

Ms.  Brown.  In  fact,  one  prescription  that  she  has  to  have  is  like 
$72  per  bottle.  She  has  another  one  that  is  35  and  she  has  to  go 
periodically  and  get  shots.  Those  range  anywhere  from  $35  a  visit 
to  $40  or  $45  a  visit. 

The  Chairman.  Thank  you.  Congressman  Rowland. 

Mr.  Rowland.  Thank  you.  Senator. 

I  suppose  one  of  the  most  frightening  things  that  can  happen  to 
a  parent  is  to  see  their  child  with  asthma.  I  have  seen  this  on 
many  occasions  in  the  emergency  rooms  and  if  it  develops  into  a 
condition  called  status  asthmaticus  it  is  truly  life  threatening.  I 
want  to  thank  you  for  the  testimony  that  you  have  given.  Let  me 
also  thank  you  for  focusing  on  one  area  and  that  is  the  31  to  37 
million  uninsured  people  in  our  country.  When  we  talk  about  our 
health  care  delivery  system,  so  many  times  we  do  not  focus  on 
those  people  that  do  not  have  insurance.  Senator  Kennedy  has  al- 
ready mentioned  that  we  need  to  look  at  some  fundamental 
changes  in  our  health  care  delivery  system,  and  certainly  I  think 
that  we  do.  And  we  need  to  look  at  the  problems  that  you  have  so 
clearly  illustrated  to  us  here  this  morning,  in  not  having  msur- 
ance. 

Let  me  ask  you  this  question.  Because  you  do  not  have  insurance 
and  because  you  may  not  have  the  money  to  pay  for  a  visit,  are 
you  ever  reluctant  to  go  for  care  because  of  that?  Does  that  stand 
in  your  way  at  times? 
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Ms.  Brown.  Well  at  times  I  am  sort  of  hesitant  about  going,  but 
then  when  I  know  that  I  really  have  to  go,  I  go  and  I  just  try  my 
luck. 

Mr.  Rowland.  When  you  say  you  really  have  to  go,  that  is  you 
get  to  the  point  that  you  are  afraid  something  bad  is  really  going 
to  happen. 

Ms.  Brown.  Right. 

Mr.  Rowland.  You  might  put  off  going — it  could  have  been  dealt 
with  more  easily  but  because  you  might  wait  it  causes  the  problem 
to  become  more  severe. 

Ms.  Brown.  This  is  true. 

Mr.  Rowland.  I  think  we  see  that  so  many  times.  Senator,  if 
people  would  go  early,  it  would  certainly  be  much  less  expensive 
and  much  less  stressful  for  everyone  if  that  could  take  place. 

Thank  you  very  much  for  your  testimony. 

The  Chairman.  As  the  doctor  is  pointing  out,  people  have  to 
wonder  whether  they  are  $75  or  $100  sick.  That  is  what  the  emer- 
gency rooms  are  in  part  of  the  country,  and  they  have  to  wait  and 
wonder,  and  meanwhile  they  go  through  that  kind  of  anxiety  that 
Dr.  Rowland — Congressman  Rowland  talked  about,  wondering 
whether  that  child — to  have  to  put  anyone  through  that,  both  sick 
person  and  parent,  is  something  that  we  should  not  be  involved  in. 

Joseph  Sheppard,  we  are  glad  to  have  you  here.  And  I  want  you 
to  tell  us  just  a  little  bit  about  yourself.  Tell  us  your  story. 

STATEMENT  OF  JOSEPH  SHEPPARD,  SPARTA,  GA 

Mr.  Sheppard.  First  of  all,  Senator  Kennedy,  I  would  like  to  wel- 
come you  to  Sparta,  along  with  Congressman  Rowland. 

My  name  is  Joseph  Sheppard,  I  was  born  and  raised  here  in 
Hancock  County,  Sparta,  GA.  After  I  was  married,  I  moved  to 
Jacksonville,  FL,  for  a  short  stay  but  after  a  death  in  my  family  in 
1975,  I  moved  back  to  Sparta,  my  wife  and  I.  And  since  then  I  have 
been  off  and  on  self-employed.  I  worked  for  companies  prior,  but 
now  I  am  a  self-employed  man. 

This  past  June  of  1989,  I  became  ill.  I  thought  I  was  coming 
down  with  the  flu  or  something  similar,  or  a  cold,  and  I  began  to 
treat  myself  as  such.  I  took  some  medication  that  was  a  little  bit 
too  strong  for  me  because  I  am  not  used  to  taking  pills,  and  I 
became  dizzy  and  I  fell  down.  Although  I  did  not  know  it  at  the 
time,  I  was  suffering  from  perirectal  abscesses.  By  my  falling,  I 
ruptured  those  abscesses,  bringing  on  severe  swelling  and  soreness. 
So  I  went  to  Dr.  Wendell  Smith  at  the  Primary  Health  Care  Center 
the  following  morning.  He  examined  me  and  told  me  I  had  two 
things;  either  I  had  prostate  trouble  or  I  had  perirectal  abscess  and 
he  said  that  I  needed  to  go  to  the  hospital  right  away. 

But  I  explained  to  him  that  I  did  not  have  health  care  insurance 
and  I  asked  him  if  he  would  treat  me  without  going  to  the  hospital. 
In  his  trying  to  do  so.  Senator  Kennedy,  he  did  the  best  he  could 
with  me,  trying  to  treat  me  as  an  out-patient.  But  he  looked  at  me 
and  he  told  me  ''you  need  to  go  see  another  doctor."  I  went  to  see 
Dr.  Green.  When  I  saw  Dr.  Green,  he  looked  at  me  and  told  me 
that  I  needed  to  go  to  a  hospital,  that  I  needed  to  get  help  right 
away.  So  he  gave  me  a  shot  to  ease  my  pain  and  sent  me  off  in  my 
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travel  to  Augusta,  GA  which  was  some  70  miles  away  from  these 
facilities.  There  I  knew  they  could  treat  my  condition. 

I  was  admitted  on  June  27  of  1989  and  I  was  operated  that  same 
night,  I  spent  14  days  in  the  hospital  and  had  three  operations  in- 
cluding a  colostomy.  I  have  always  been  a  healthy  man  without 
problems  in  the  past.  I  have  never  been  sick  since  I  was  in  the  8th 
grade  other  than  having  the  flu  or  a  minor  cold.  I  have  never 
taken  anything  stronger  than  aspirin  in  my  life  for  the  past  30 
years. 

I  am  self-employed  and  I  cannot  afford  health  insurance.  It  is 
simply  too  expensive  for  one  person  to  pay.  My  wife  was  not  able  to 
have  insurance  on  me  where  she  works  due  to  the  fact  that  the 
premiums,  we  could  not  afford  it  because  she  only  makes  the  mini- 
mum wage. 

Because  we  did  not  have  insurance,  I  held  off  from  going  to  the 
hospital  even  though  two  doctors  had  told  me  I  should  go.  I  am  a 
proudful  man  and  I  did  not  want  to  make  a  bill  that  I  could  not 
pay  out  of  my  pocket  and  put  me  in  debt  for  the  rest  of  my  life. 

If  I  do  a  painting  job  for  you,  Senator,  I  expect  to  get  paid  and 
likewise  so  does  the  hospital  if  they  do  work  for  you.  I  do  not  want 
to  ask  for  something  I  could  not  afford,  but  in  this  case,  I  was 
forced  to  it  anyway,  I  had  no  alternative. 

My  bill  as  of  now  is  approximately  $40,000.  I  am  about  halfway 
through  my  illness.  I  hope  that  all  goes  well  for  me,  I  go  back  to 
the  hospital  tomorrow,  so  that  I  may  be  able  to  remove  this  colosto- 
my. Again,  when  I  go  back,  I  am  still  looking  at  another  possible 
$10,000  to  $15,000  even  with  the  out-patient  care.  That,  too,  will  be 
a  bill  I  cannot  pay. 

I  have  had  to  depend  on  my  friends  here  in  Hancock  County  and 
Sparta,  and  I  have  had  to  depend  on  my  relatives  all  the  time  that 
I  have  been  sick.  They  have  kept  my  lights  on  and  they  have  kept 
my  gas  going.  For  a  time  my  wife  was  working,  but  she  had  to  quit 
to  take  care  of  me,  because  I  demanded  24-hour  a  day  care  due  to 
the  situation  of  my  operation. 

Being  self-employed.  Senator  Kennedy,  is  like  a  feast  and  famine 
situation.  Your  earnings  are  very  much  uncertain,  you  do  not  know 
from  month  to  month  as  to  what  you  are  going  to  make.  When  you 
live  in  a  small  town  like  Sparta,  it  is  hard  to  make  a  living.  It  is 
even  harder  to  afford  health  care.  Living  like  that  can  certainly 
put  a  person  in  a  poor  mental  and  physical  condition.  I  understand 
these  two  colleagues  that  I  am  with,  I  know  what  they  are  going 
through. 

If  it  had  not  been  for  the  help  and  professional  services  of  the 
Hancock  County  Primary  Health  Care,  I  probably  would  not  be 
alive  today.  Due  to  my  pride  and  my  hard-headedness,  not  wanting 
to  make  a  hospital  bill,  I  put  it  off  almost  too  late.  But  I  eventually 
took  the  advice  of  Dr.  Smith  and  Dr.  Green  to  get  myself  well  first 
and  then  cross  that  other  bridge  of  paying  that  other  bill  when  I 
get  to  it. 

The  services  that  my  wife  and  I  get  at  the  Primary  Care  Center, 
based  on  our  income,  certainly  is  a  great  benefit  to  us. 

Senator  Kennedy,  I  would  like  to  reemphasize  just  one  pomt  on 
my  behalf  and  for  millions  of  fellow  Americans  throughout  this 
country  of  ours,  that  if  it  was  not  for  the  professional  care  center. 
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if  we  should  ever  lose  this  center's  professional  care,  my  wife  and  I 
and  others  that  are  in  even  worse  shape  than  I  am,  financially  or 
physically,  will  simply  have  to  just  stay  home,  suffer  due  to  the 
lack  of  a  doctor's  care. 

And  again,  Senator  and  Congressman  Rowland,  I  would  like  to 
thank  you  for  your  efforts  and  your  time  that  you  have  put  forth  to 
come  to  Sparta,  GA  and  speak  to  me  and  others  that  are  in  the 
same  situation. 

Thank  you. 

The  Chairman.  Thank  you  very  much.  [Applause.] 

That  is  why  we  are  down  here,  Joseph  Sheppard,  to  try  and  hear 
from  the  people  in  this  community.  We  can  hear  a  lot  of  witnesses 
up  in  the  hearing  room  in  Washington  but  I  am  sure  the  Congress- 
man feels  the  same  way,  if  you  have  Members  of  the  U.S.  Senate 
and  Congress  here  to  hear  what  we  have  heard  today,  you  would 
get  some  real  action,  I  am  convinced.  We  are  going  to  take  those 
messages  back  to  our  colleagues. 

How  long  have  you  worked — when  did  you  start  working,  doing 
chores  and  that  sort  of  thing? 

Mr.  Sheppard.  Well,  I  have  been  self-employed  off  and  on  for 
about  15  years,  but  I  was  in  the  work  force  with  other  companies 
for  about  15  years  too. 

The  Chairman.  So  you  have  been  virtually  working  all  of  your 
life. 

Mr.  Sheppard.  Every  day  of  my  life.  [Laughter.] 
The  Chairman.  And  your  wife  was  working  too? 
Mr.  Sheppard.  Yes,  sir. 

The  Chairman.  Here  we  have  two  individuals  working  hard,  self- 
employed,  working  for  himself,  ready  to  take  the  risk  of  self-em- 
ployment, the  good  times  and  the  bad  times,  the  uncertainties  on 
it,  and  have  that  kind  of  spirit  which  comes  through  so  clearly  in 
your  presentation. 

When  you  are  self-employed  or  an  individual  going  out  to  shop 
around  and  try  to  buy  insurance  for  your  family,  if  you  can  get  it 
for  $250  or  $300  a  month,  you  are  doing  pretty  good.  That  comes  to 
$3,500  a  year,  which  is  virtually  prohibitive  in  terms  of  working 
families  in  this  country — virtually  prohibitive.  And  I  dare  say  if 
those  insurance  companies  find  out  that  you  have  had  one  illness, 
you  are  never  going  to  get  coverage  no  matter  what  you  can  pay. 
That  pre-existing  condition  exclusion,  that  little  quote,  if  they  find 
out  you  have  been  down  to  that  hospital  for  a  couple  of  days.  Lord 
only  knows  what  they  will  go  out  and  try  to  find  out  about  you  so 
that  you  do  not  get  coverage  for  that  particular  illness. 

I  frequently  have  stated,  that  my  son  who  had  cancer  at  the  age 
of  12  and  survived,  but  lost  his  leg  to  it,  can  never  in  the  United 
States  buy  insurance  again  in  his  entire  life,  never,  because  he  had 
cancer.  That  is  true  for  other  families,  you  can  look  around  this 
room  and  I  am  sure  we  could  find  other  stories  similar  to  the  kinds 
of  stories  we  have  heard  here. 

We  will  hear  some  of  our  colleagues  say,  ''Well,  you  just  went 
down  to  Sparta,  GA  and  finally  found  three  individuals  that  had 
these  problems."  However,  we  have  been  listening  to  this  across 
the  country.  Yesterday  in  St.  Louis,  we  had  two  families,  the  Han- 
cock family,  and  the  McDaniel  family  who  relayed  similar  kinds  of 
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problems.  There  is  not  a  community,  large  or  small,  in  this  Nation 
where  you  could  not  find  these  kinds  of  circumstances,  not  one. 

We  have  people  in  our  country  that  have  virtually  a  non-system 
of  health  care.  All  of  us  who  have  been  able  to  have  the  best,  and  I 
have,  know  it  is  extraordinary  when  it  works,  but  there  are  so 
many  of  our  fellow  citizens  who  never  even  get  a  chance  to  get  at 
bat  with  the  system,  to  have  an  opportunity  to  benefit,  because  of 
the  kinds  of  circumstances  that  we  have  just  heard  about  here. 
And  that  I  think  is  basically  and  fundamentally  wrong.  We  ought 
to  be  able  to  deal  with  it. 

That  we  can  find  hard-working  American  men  and  women  who 
have  worked  throughout  their  lives  and  are  self-reliant,  self-em- 
ployed and  they  are  prohibited,  virtually  blocked  out  as  certain  as 
if  that  door  is  locked,  from  being  involved  in  the  system,  that  is 
wrong  and  we  ought  to  try  and  see  how  that  can  be  remedied.  And 
this  is  increasing  as  a  problem,  not  getting  better. 

I  just  had  a  couple  of  brief  questions.  As  I  understand  it,  you 
tried  to  get  health  insurance  in  the  past  and  it  was  just  too  expen- 
sive. 

Mr.  Sheppard.  Yes,  sir,  absolutely. 

The  Chairman.  Were  those  figures  roughly,  a  couple  hundred, 
$250,  what  they  were  quoting  to  you?  Do  you  remember? 
Mr.  Sheppard.  Near  double  that,  yes,  sir. 

The  Chairman.  OK.  Do  you  know,  Mr.  Sheppard,  as  we  find  the 
health  care  system  one  of  the  fastest  failing  businesses,  one  of  the 
growth  industries  in  this  country  are  collection  agencies.  No  end  to 
their  resourcefulness  in  finding  out  your  phone  number  and  has- 
sling you  about  those  few  bucks  that  you  have  out  there.  That 
again  says  something  about  where  we  are,  but  we  do  not  want  to 
hear  any  more  from  me.  I  recognize  Congressman  Rowland. 

Mr.  Rowland.  Just  a  comment.  Senator,  and  Joseph,  I  want  to 
thank  you  very  much  for  your  testimony.  You  have  substantiated 
the  point  that  I  was  trying  to  make  earlier  about  delaying  care 
until  it  is  much  more  expensive. 

I  found  when  I  was  practicing  medicine  that  there  were  people 
who  would  not  come  in,  who  felt  that  they  did  not  have  the  re- 
sources to  pay  for  that  care,  whether  it  was  insurance  or  cash 
money,  and  then  they  would  get  much  sicker  and  that  is  exactly 
what  happened  to  you. 

Mr.  Sheppard.  Yes,  sir. 

Mr.  Rowland.  You  felt  that— you  are  a  proud  person,  as  you 
said,  and  I  think  that  is  the  way  most  people  are,  they  do  not  want 
to  infringe,  or  perceive  it  to  be  infringing  on  someone  else.  You  cer- 
tainly make  an  excellent  point  in  your  statement  and  you  just  con- 
firmed what  I  have  believed  for  so  long.  Thank  you  very  much. 

Mr.  Sheppard.  Yes,  sir. 

The  Chairman.  Mr.  Sheppard,  we  are  going  to  come  back  and 
have  you  show  us  how  you  work  that  painter  with  one  arm.  They 
say  you  have  got  a  knack  for  doing  that. 

Mr.  Sheppard.  I  should  have. 

The  Chairman.  We  want  to  thank  all  the  members  of  the  panel. 
The  best  way  we  can  thank  you  is  to  try  to  work  on  these  problems 
and  you  have  my  commitment  and  I  know  Congressman  Rowland  s 
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as  well.  That  is  the  best  way  we  can  say  thank  you.  We  hope  you 
will  stay  for  whatever  time  you  can  for  the  hearing. 
Thank  you  very  much. 

We  will  go  to  our  second  and  final  panel  and  ask  Dr.  Ted 
Holloway  and  Mr.  Gary  Dollack  to  present  their  testimonies.  Dr. 
Holloway  is  a  third  generation  country  doctor,  director  of  the 
Southeast  Health  Unit  of  the  Georgia  Department  of  Human  Re- 
sources, founder  of  the  Daisy  Clinic  which  provides  health  care  for 
children;  and  Mr.  Gary  Dollack,  who  is  the  administrator  of  Han- 
cock Memorial  Hospital  located  in  Sparta.  We  had  a  chance  to  go 
out  and  visit  the  hospital  very  briefly  this  morning,  it  is  a  splendid 
facility  and  I  know  the  citizens  are  proud. 

Dr.  Holloway,  we  look  forward  to  your  testimony.  I  know  you 
have  a  very  interesting  and  distressing  report  for  us.  I  do  appreci- 
ate very  much  hearing  from  you. 

STATEMENT  OF  DR.  TED  HOLLOWAY,  DIRECTOR,  SOUTHEAST 
HEALTH  UNIT,  GEORGIA  DEPARTMENT  OF  HUMAN  RESOURCES 

Dr.  Holloway.  Thank  you  very  much.  I  really  appreciate  the  op- 
portunity to  be  here. 

Access  to  medical  care  in  the  rural  areas  has  always  been  a  prob- 
lem, but  I  have  been  in  south  Georgia  now  for  15  years  as  Director 
of  Public  Health,  Mental  Health,  Mental  Retardation  and  Sub- 
stance Abuse  services  for  an  area  about  the  size  of  the  State  of 
Massachusetts.  We  have  about  270,000  population,  78  percent  of 
our  Black  population  lives  below  200  percent  of  poverty  and  about 
45  percent  of  our  white  population. 

The  problems  I  have  seen  in  the  last  4  or  5  years  have  just  over- 
whelmed our  whole  system.  We  have  many  people  coming  to  the 
health  departments  with  chronic  diseases  they  cannot  get  care  for, 
problems  that  we  are  unable  to  take  care  of  in  the  local  hospitals. 
We  have  14  local  hospitals  in  these  16  counties,  only  two  or  three 
of  these  hospitals  have  any  funding  at  all  to  provide  any  indigent 
care  and  virtually  all  of  the  hospitals  are  in  financial  danger  of 
going  under  because  of  changes  in  health  care  reimbursement  and 
the  differential  that  rural  hospitals  do  not  get  as  much  Medicare 
reimbursement  as  urban  hospitals.  But  there  are  some  special  pop- 
ulations that  we  find  just  totally  left  out  completely. 

We  are  kind  of  the  home  of  the  Vidalia  onions  and  we  get  a  lot 
of  migrant  farm  workers  in  Georgia  over  the  past  few  years.  There 
is  only  one  small  migrant  program  in  the  whole  State  of  Georgia 
and  we  have  had  that  program  to  serve  only  four  counties  and  we 
have  had  flat  funding  from  the  migrant  program  for  about  the  last 
5  years.  So  we  have  actually  lost  services,  the  few  out-patient  serv- 
ices we  were  able  to  provide  and  we  have  not  been  able  to  provide 
any  in-patient  services  at  all. 

Another  tremendous  area  that  we  find,  as  has  already  been  al- 
luded to,  are  the  problems  of  the  aged  and  the  mentally  ill  and 
mentally  retarded.  There  is  virtually  no  residential  care  that  is 
available.  The  new  regulations  are  putting  a  tremendous  burden  on 
our  local  communities  in  looking  at  people  who  may  not  be  in  the 
ideal  world  appropriate  for  nursing  home  care,  but  that  is  actually 
the  only  care  that  is  available,  residential  care  that  is  available. 
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and  we  are  looking  in  my  area  at  300  to  400  people  who  are  chron- 
ically mentally  ill  being  put  out  of  nursing  homes  over  the  next 
year  because  of  the  OBRA  regulations. 

The  major  problems  that  I  deal  with  on  a  day-to-day  basis  are 
maternal  and  child  health  problems  and  the  problems  of  infectious 
diseases.  And  we  were  very  proud  from  1974  through  1980  to  have 
cut  our  infant  mortality  rate  almost  in  half.  The  WIC  program 
which  serves  actually  60  percent  of  all  women  who  give  birth,  4,000 
births  a  year,  are  on  WIC  in  my  16-county  area.  So  we  cut  our 
infant  mortality  rate  from  way  above  the  State  rate  to  way  below 
the  State  rate  working  with  local  physicians  and  hospitals,  but 
since  1980  we  have  gone  from  52  doctors  doing  deliveries  to  26  doc- 
tors now  doing  deliveries  and  many  of  those  doctors  are  older  and 
not  sure  how  much  time  that  they  want  to  continue  with  the  medi- 
cal liability  problems  and  the  lack  of  funding. 

The  crack  epidemic  has  just  been  phenomenal  in  south  Georgia. 
We  are  right  on  the  Florida  border,  we  are  close  to  the  coast — 1-95 
and  1-75  are  two  major  interstates  that  come  up  through  Florida 
and  are  drug  corridors  into  our  State.  We  have  seen  the  crack  epi- 
demic go  from  almost  no  one  using  drugs  in  1984  to  where  it  just 
seems  like  it  is  everywhere  now.  Just  last  week  I  was  talking  to  a 
policeman  in  one  of  our  rural  counties  who  said  that  the  drug  deal- 
ers have  totally  saturated  the  market  of  employed  people  in  the  18- 
to  25-year-old  group  so  now  some  of  the  drug  dealers  are  doing 
fountain  pens — taking  the  guts  out  of  them  and  taking  a  piece  of 
crack  that  they  call  a  french  fry,  it  is  like  a  long  thin  piece  of 
crack,  hiding  it  in  the  fountain  pen  and  taking  it  to  school  and  sell- 
ing it  for  a  dollar.  You  know,  they  just  scrape  it  off  on  a  homemade 
pipe  or  a  pipe  they  can  make  out  of  tin  foil,  and  sell  75  cents  or  a 
dollar's  worth  of  crack  to  get  it  down  where  it  is  affordable  for 
lunch  money. 

We  have  had  60  percent  of  our  cases  of  sj^hilis  in  the  last  3  or  4 
years  have  been  in  females.  Prior  to  1984,  the  most  cases  of  syphilis 
we  had  in  any  one  year  was  60  cases  and  we  usually  ran  40,  50,  or 
60  cases  a  year.  So  far  this  11  months,  we  have  451  cases  of  syphi- 
lis, 60  percent  of  these  have  been  in  females  and  for  the  first  time 
we  are  following— right  now  we  are  following  six  children  who 
have  congenital  syphilis.  The  last  time  I  had  seen  congenital  syphi- 
lis was  back  in  1978. 

We  are  estimating  that  5  to  10  percent  of  all  of  our  prenatals  in 
our  population  are  using  crack  cocaine.  Our  low  birth  weight 
babies,  less  than  500  grams,  have  tripled  from  1986  to  1988.  We  had 
the  highest  infant  mortality  rate  last  year,  we  had  a  mortality  rate 
of  16.4  percent  which  is  the  highest  that  we  have  had  since  1978. 

The  problem  of  syphilis  spills  over  into  the  other  epidemic  that 
we  have  been  in  the  middle  of  and  that  is  the  epidemic  of  AIDS. 
Many  people  do  not  think  that  we  have  got  a  problem  in  the  rural 
areas,  they  do  not  understand  this  epidemic  and  how  early  we  are 
in  it,  but  Georgia  is  among  the  top  10  States  in  the  country  with 
number  of  cases  of  AIDS  per  100,000  population.  Our  rural  areas 
are  especially  hard  hit.  Over  the  next  10  years,  we  are  gomg  to 
have  10  times  as  many  people  with  AIDS  in  the  rural  areas  as  we 
had  all  during  the  1980's. 
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When  we  take  syphilis,  which  has  gone  from  50  cases  a  year  to 
50  cases  a  month,  with  people  who  are  sexually  active  and  having 
30  to  40  sexual  contacts  a  week,  we  have  genital  ulcers,  we  have 
people  actually  going  door-to-door  selling  sex  and  we  have  the  in- 
gredients for  a  heterosexual  wave  of  the  AIDS  epidemic  similar  to 
the  pattern  seen  in  central  Africa  and  Brazil  and  some  of  the  other 
developing  countries.  And  I  truly  believe  this  will  be  the  next  wave 
of  the  AIDS  epidemic  in  the  United  States. 

We  see  HIV-positive  people  who  cannot  get  health  care.  We  iden- 
tify them,  we  talk  with  them,  we  explain  to  them  that  they  need 
routine  care  and  they  cannot  get  it.  So  their  motivation  to  either 
change  their  behaviors  or  to  get  into  drug  treatment  are  just  not 
there  because  it  is  not  available.  In  the  last  month,  I  have  talked 
with  a  woman  who  has  three  children  who  is  a  crack  addict  who  is 
HIV-positive.  She  cannot  get  care,  her  children  have  been  taken 
away  from  her,  so  she  is  not  eligible  for  Medicaid.  She  is  not  to  the 
point  of  AIDS  yet,  so  she  cannot  get  on  disability.  So  she  cannot  get 
AZT  or  aerosolized  pentamadine  unless  she  goes  to  prison,  and  it  is 
ironic  in  Georgia  that  the  only  people  who  can  get  care  for  this  dis- 
ease are  those  who  are  in  our  State  prisons,  if  they  do  not  have  any 
money. 

Last  week  I  held  the  hand  of  a  young  man  who  was  dying  in  a 
large  hospital  in  Atlanta,  who  lost  his  Medicaid  because  his  disabil- 
ity insurance  came  in  and  it  was  $50  a  month,  too  much  for  him  to 
stay  on  Medicaid.  It  was  a  very  important  $50  a  month.  He  died 
last  week. 

It  is  just  absolutely  incredible  what  is  happening.  Two  out  of 
every  thousand  of  our  live  births  in  our  rural  area  are  from  HIV- 
positive  women  as  of  last  year,  and  a  study  that  we  are  conducting 
right  now  looks  like  it  may  be  up  to  about  three  and  a  half  to  four 
women  out  of  every  thousand  live  births  are  from  HIV-positive 
women. 

We  have  had,  in  Georgia,  an  expansion  of  the  Medicaid  benefits 
for  more  pregnant  women  and  that  has  been  a  welcome  step  in 
Georgia  and  I  hope  that  we  can,  in  Georgia,  move  up  to  185  percent 
of  poverty.  We  moved  up  to  100  percent  of  poverty  for  pregnant 
women  now. 

But  this  comes  at  a  time  when  the  hospitals  do  not  have  OB  serv- 
ices, they  do  not  have  care  available.  We  have  the  crack  epidemic 
and  it  is  virtually  impossible  to  get  the  care  needed  for  these 
people. 

So  we  really  are  in  a  state  of  crisis  in  the  rural  areas  with  health 
care  that  I  am  becoming  really  depressed  about.  I  felt  up  until 
about  1984  that  we  were  making  headway  with  our  alcohol  and 
drug  treatment  programs,  with  our  mental  health  centers,  our 
mental  retardation  programs  and  our  public  health  programs,  but  I 
feel  now  in  almost  every  area  that  the  reverses  we  have  made — the  | 
gains  we  have  made  over  the  last  20  years  are  going  to  be  reversed  \ 
during  the  next  decade. 

We  really  appreciate  your  efforts  and  Congressman  Rowland's  ef- 
forts to  do  something  about  this.  I  feel  there  is  no  greater  need  in 
the  United  States  than  to  provide  care.  I  really  feel  that  for  the  } 
AIDS  epidemic  particularly  that  the  compassionate  response  to  this  i 
epidemic  is  to  provide  care  and  that  is  also  the  best  public  health  | 
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response.  The  quality  of  life  is  immeasurably  better  for  people  who 
do  have  access,  and  for  people  who  have  access  to  care,  it  has  been 
shown  conclusively  that  it  will  also  change  their  behaviors  and  we 
will  have  less  transmission.  So  I  feel  that  the  next  few  years  are 
critical  and  I  feel  we  are  in  a  failing  system,  and  I  hope  we  do  not, 
in  this  country,  have  to  wait  until  60  percent  of  the  population  is 
without  health  care  before  we  make  some  major  changes  to  provide 
access  to  everyone. 
Thank  you  very  much.  [Applause.] 

The  Chairman.  Very  distressing  report  and  obviously  one  that  is 
extremely  ominous  in  terms  of  the  whole  health  care  system. 

What  is  your  sense,  as  somebody  who  has  had  responsibility  in 
the  department  for  14  or  15  years,  about  where  this  system  is  going 
to  go,  what  you  have  seen  in  southern  Georgia,  in  some  of  the 
counties  there?  Do  you  think  it  is  inevitable  that  what  you  have 
seen  is  going  to  gradually  move  into  other  rural  communities? 
From  your  own  experience  as  someone  who  spends  a  great  deal  of 
time  on  these  issues  and  has  seen  the  evolution  in  terms  of  addi- 
tional challenges,  whether  it  is  the  substance  abuse — what  can  be 
learned  from  your  experience  that  would  be  helpful  to  us  in  trying 
to  look  down  the  road  to  the  future? 

Dr.  Hollo  WAY.  We  have  seen  the  syphilis  epidemic  start  in  south 
Georgia  and  it  has  now  moved  up  the  State  and  as  the  crack  trade 
has  organized,  it  is  really  coming  into  all  areas.  The  Macon  area 
now  is  experiencing  a  major  syphilis  epidemic  just  this  last  year. 
So  I  have  no  doubt  that  this  is  going  to  spread  nationwide  and  the 
crack  trade  is  just  so  insidious  that  it  just  overwhelms  our  whole 
system.  We  do  not  have  treatment  beds,  we  do  not  even  have  coun- 
selors within  our  own  system  who  are  familiar  with  how  to  treat 
people  who  are  crack  abusers.  We  have  had  people  who  were  using 
alcohol  or  powdered  cocaine  for  8  to  10  years  who  within  6  months 
of  getting  on  crack  just  hit  the  bottom. 

So  I  am  afraid  that  it  is  going  to  keep  going.  I  really  feel  like  we 
have  got  to  have  certainly  the  law  enforcement  and  the  prison 
space  for  people  who  are  dealing,  but  we  have  got  to  have  treat- 
ment capacity  for  people  who  are  users  and  victims  of  the  system. 

And  I  believe  that  in  Georgia,  with  the  public  and  private  medi- 
cine combination,  we  can  provide  care,  say  for  pregnant  women, 
who  are  on  crack  if  we  were  allowed  to  co-manage  the  patients  on 
Medicaid.  Right  now  if  they  are  on  Medicaid,  the  health  depart- 
ments cannot  be  reimbursed,  but  the  private  doctor  will.  But  we 
have  all  the  coordinated  care  resources  to  go  out  and  find  women 
and  try  to  get  them— women  who  are  not  motivated,  to  seek  care 
for  themselves,  so  I  really  feel  like  we  have  got  to  have  some 
public-private  joining  of  health  care. 

The  Chairman.  Let  me  ask  you  about  another  area  and  that  is 
teenage  pregnancy.  How  much  of  that  are  you  seeing?  Is  this  a 
problem? 

Dr.  HoLLOWAY.  It  is  a  tremendous  problem  in  all  of  rural  Cxeor- 
gia.  In  our  area,  20  percent  of  White  infants  are  born  to  teenage 
mothers  and  33  percent  of  Black  infants  are  born  to  teenage  moth- 
ers. And  now  with  crack,  we  are  seeing  a  different  group  of  people. 
A  few  years  ago  we  did  a  survey  among  our  teenagers  who  were 
pregnant  and  actually  85  percent  of  the  teenagers  that  we  mter- 
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viewed  desired  that  pregnancy.  I  really  believe  we  are  seeing  kind 
of  a  different  group  of  women  getting  pregnant  now.  We  have 
made  a  lot  of  in-roads  with  education  in  schools  and  there  has  been 
a  change  of  attitude  among  some  of  the  teens,  but  now  we  are 
seeing  people  who  are  getting  pregnant  secondary  to  their  crack 
use  the  same  way  they  are  getting  syphilis  or  they  are  getting  HIV 
infections.  There  was  not  a  desire  to  be  pregnant,  so  there  is  even 
less  caring  for  the  child  than  we  saw  in  past  years. 

The  Chairman.  With  all  the  attendant  problems  of  child  abuse, 
over-burdening  of  the  support  systems  in  terms  of  child  care,  you 
are  finding,  as  I  understand  it,  in  Florida  that  in  terms  of  addictive 
babies,  hospitals  in  California  alone  are  spending  an  additional 
$500  million  to  $1  billion  a  year  to  care  for  the  stricken  infants  of 
drug-dependent  mothers.  Society  has  got  to  deal,  as  you  point  out, 
with  the  supply  side,  with  interdiction  and  certainly  the  law  en- 
forcement but  we  are  going  to  have  to  deal  with  the  demand  side 
as  well.  No  one  is  minimizing  the  complexity  and  the  difficulty 
that  we  have,  but  we  are  going  to  have  to  start  dealing  with  the 
demand.  You  can  try  to  cope  with  what  is  happening  down  at  the 
end  of  your  mountains  but  if  they  are  able  to  produce  what  they 
call  this  ice  in  laboratories  here  which  is  as  devastating,  as  I  un- 
derstand, as  crack,  we  are  going  to  have  to  really  come  to  grips 
with  what  is  happening  in  our  society,  its  problems  and  challenges, 
in  a  responsible  way. 

Just  a  final  question.  Is  there  an  association  that  you  are  a  part 
of,  that  you  are  exchanging  information?  I  understand  these  prob- 
lems are  probably  coming  out  of  Florida,  I  never  knew  that  north- 
ern Florida  had  these  kinds  of  problems.  But  is  this  happening  in 
other  parts  of  the  southwest  or  maybe  even  in  areas  in  the  north- 
east where  you  have  entry  levels  and  we  have  rural  areas  up  there 
as  well? 

Dr.  Hollow  AY.  We  are  beginning  to  see  these  problems.  It  was 
interesting  at  the  International  AIDS  Conference  in  Montreal, 
there  were  only  a  couple  of  papers  that  talked  about  the  relation- 
ship of  crack  cocaine.  There  were  only  about  three  papers  present- 
ed out  of  6,000  that  dealt  with  crack.  But  now  it  is  more  and  more 
being  recognized,  the  sexual  transmission  of  all  these  diseases.  CDC 
is  now  recognizing  more  and  more  of  these  problems  from  Wash- 
ington State  to  south  Georgia,  so  I  feel  there  is  a  growing  aware- 
ness of  the  magnitude. 

The  Chairman.  Congressman  Rowland. 

Mr.  Rowland.  Thank  you  very  much. 

There  is  something  I  want  to  ask  your  opinion  about.  Dr. 
Holloway,  which  I  think  is  one  of  the  most  dingbat  ideas  that  I 
have  heard  of  recently,  and  that  is  that  we  ought  to  legalize  these 
drugs.  It  was  amazing  to  me  to  hear  a  Federal  judge  say  that  we 
ought  to  legalize  these  drugs,  it  would  help  do  away  with  the  crimi- 
nality of  them.  Do  you  have  any  thoughts  on  that? 

Dr.  Holloway.  Well  I  was  reading  recently  that  Italy  legalized 
the  personal  use  of  heroin  a  couple  of  years  ago  because  of  the  tre- 
mendous problems  they  had  with  heroin  and  that  they  are  estimat- 
ing there  are  about  150,000  or  200,000  new  heroin  users  since  the 
legalization. 
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I  think  that  crack  is  such  an  addictive  substance  that  it  is  really 
a  dangerous  substance  and  it  would  be  hard  for  me  to  see  having  it 
as  a  legal  substance, 

Mr.  Rowland.  Senator  Kennedy  mentioned  methamphetamine,  a 
new  drug,  ice.  Are  you  seeing  any  of  that  coming  into  rural  Geor- 
gia now? 

Dr.  Hollow  AY.  In  one  of  our  rural  counties  I  was  told  last  week 
that  we  had  two  children,  both  under  the  age  of  15,  who  were  ad- 
mitted to  a  local  hospital,  one  was  placed  in  intensive  care  and  was 
shipped  to  another  hospital  because  of  ice,  and  the  other  child  was 
treated  for  a  few  days  in  that  hospital  and  released.  We  are  just 
beginning  to  see  it  and  we  are  beginning  to  see  heroin  again  be- 
cause people  use  heroin  with  crack  to  kind  of  block  the  crash  that 
crack  gives,  it  kind  of  levels  them  out,  so  we  are  beginning  to  see 
more  heroin  again. 

Mr.  Rowland.  Just  one  final  question.  How  do  you  think  that 
AIDS  is  going  to  impact  our  health  care  delivery  system,  do  you 
think  it  is  going  to  have  a  significant  impact  on  it — what  do  you 
foresee  there? 

Dr.  Holloway.  I  told  my  staff  3  or  4  years  ago  that  within  10 
years  they  would  all  know  someone  personally  with  AIDS  and  un- 
fortunately it  has  almost  come  true  just  within  3  years.  We  only 
had  154,000  cases  of  polio,  paralytic  polio  between  1950  and  1954 
and  virtually  all  of  us  older  than  40  years  old  know  people  who  had 
paralytic  polio.  We  will  have  over  a  million  new  cases  of  AIDS 
during  the  1990's,  so  it  is  without  a  doubt  that  we  will  all  be 
touched  by  this  disease.  All  of  our  local  hospitals  have  already  ad- 
mitted several  patients.  They  cannot  get  them  transferred  out  be- 
cause there  are  no  centers  that  are  set  up  in  Georgia  to  really 
serve  the  State  for  AIDS  care,  so  I  think  it  is  going  to  be  the  straw 
that  really  breaks  the  back  of  the  kind  of  faltering  health  care 
system. 

The  Chairman.  OK,  thank  you  very  much. 

We  are  pleased  to  have  the  administrator  of  the  Hancock  Memo- 
rial Hospital,  Gary  DoUack,  we  appreciate  very  much  your  pres- 
ence. 

STATEMENT  OF  GARY  DOLLACK,  ADMINISTRATOR,  HANCOCK 
MEMORIAL  HOSPITAL,  SPARTA,  GA 

Mr.  DoLLACK.  Thank  you  very  much.  Senator  Kennedy  and  Con- 
gressman Rowland. 

For  the  past  7  months  I  have  been  privileged  to  serve  Hancock 
Memorial  as  its  administrator.  Prior  to  that  I  have  had  25  years  in 
service  to  rural  hospitals  in  6  different  States.  I  appreciate  the  op- 
portunity to  come  today  and  share  a  few  of  my  thoughts  with  you. 

Although  this  hearing  is  being  conducted  in  Sparta,  GA,  which  is 
without  a  doubt,  a  small,  economically  depressed  rural  community 
in  the  heart  of  the  south,  what  you  hear  today  can  be  readily  ap- 
plied to  other  areas  as  well.  Rural  hospitals  throughout  this  Nation 
are  in  trouble.  If  our  rural  hospitals  were  the  patient,  the  doctor 
would  describe  our  condition  as  critical  and  the  prospects  of  surviv- 
al would  be  considered  very  grave. 
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During  the  past  2  years  more  than  160  rural  hospitals  have 
closed  their  doors,  three  of  these  were  in  Georgia.  Residents  of  Fort 
Gaines,  Heard  and  Turner  Counties  must  now  look  elsewhere  for 
hospital  care.  When  a  community  hospital  stops  operating,  child 
health  care  suffers,  health  care  to  the  chronically  ill  deteriorates 
and  access  to  health  care  is  severely  restricted.  Sometimes  the  con- 
sequences are  deadly. 

Hancock  County  residents  have  first-hand  knowledge  of  this.  In 
the  mid-1970's  Hancock  Memorial  Hospital  was  forced  to  close.  For 
10  years  the  citizens  were  compelled  to  face  life  without  ready 
access  to  hospital  care.  The  people  wanted  their  hospital  back  so 
badly  that  they  pledged  their  property  taxes  to  guarantee  its  oper- 
ation. In  1985,  Hancock  Memorial  reopened  but  at  the  cost  of  a 
heavy  tax  burden.  Last  year,  as  the  Senator  mentioned,  one-third 
of  the  county's  expenditures  went  to  support  the  hospital.  This 
year  we  are  looking  forward  to  cutting  this  burden  in  half.  Still, 
the  funds  required  will  place  a  severe  hardship  on  our  taxpayers. 
One  of  the  ways  we  hope  to  ease  this  strain  is  by  working  even 
closer  with  the  community  primary  health  center.  Now  that  their 
new  doctor  is  on  board,  I  foresee  working  together  for  the  benefit  of 
both  facilities.  Through  a  sound  cooperative  effort,  we  can  provide 
more  ready  access  to  our  citizens. 

Because  of  a  lack  of  care,  we  in  rural  areas  often  see  things  that 
one  would  rarely  find  in  urban  locations.  On  three  occasions  at 
three  different  hospitals,  I  have  seen  diabetic  patients  come  in  for 
follow-up  care  after  a  lower-leg  amputation  and  when  the  dressing 
was  removed  we  found  that  their  wounds  were  filled  with  maggots. 
With  proper  care,  this  just  would  not  have  happened. 

Hancock  Memorial  Hospital  provides  care  to  many  people  who 
cannot  afford  to  pay  for  that  care.  They  have  no  coverage  under 
Medicare,  Medicaid,  an  employer-sponsored  group  health  plan  or 
private  insurance  policy.  Last  year  we  provided  more  than  $300,000 
worth  of  care  for  which  we  were  not  paid.  Fortunately  Hancock 
County  stepped  in  to  assist  with  its  subsidy.  Most  other  hospitals 
do  not  have  this  kind  of  backing. 

If  Hancock  Memorial  Hospital  were  put  on  wheels  and  moved  50 
miles  in  just  about  any  direction,  our  rate  of  payment  under  the 
Medicare  program  would  be  increased  markedly.  After  the  Health 
Care  Financing  Administration  applies  all  the  factors  to  arrive  at 
what  hospitals  are  to  be  paid  under  Medicare,  Atlanta  area  hospi- 
tals receive  43  percent  more  for  the  same  care  to  the  same  pa- 
tients. If  Hancock  Memorial  were  paid  the  Atlanta  rates,  our  tax 
burden  would  be  greatly  reduced,  if  not  eliminated. 

Hancock  Memorial  is  not  alone.  Rural  hospitals  in  Georgia 
expect  to  receive  $26  million  less  than  their  costs  for  treating  Medi- 
care patients  during  1989.  Last  year  Congress  acted  to  reduce  this 
unjustified  gap  in  payment  and  we  are  truly  grateful.  Hopefully 
Congress  will  continue  to  address  this  very  vital  issue.  Rural  hospi- 
tals throughout  this  Nation  are  striving  valiantly  to  fulfill  our  mis- 
sion of  providing  the  highest  possible  quality  care  to  our  patients, 
but  we  need  relief. 

If  we  are  to  continue  in  operation,  a  number  of  actions  could  be 
suggested.  First,  we  should  find  funding  for  care  for  those  who  are 
currently  falling  through  the  cracks,  those  who  have  no  or  little  in- 
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surance  and  do  not  qualify  for  other  coverage  and  who  cannot 
afford  for  that  very  necessary  care. 

Another  step  would  be  to  continue  to  reduce  or  hopefully  elimi- 
nate the  differences  in  Medicare  payments  between  urban  and 
rural  providers.  If  health  care  is  to  be  a  right,  readily  accessible  to 
all,  as  Senator  Kennedy  mentioned,  and  not  just  a  privilege  of  a 
few,  the  means  to  adequately  finance  that  health  care,  that  right, 
must  be  found. 

Thank  you  again.  [Applause.] 

The  Chairman.  Thank  you  very  much.  We  appreciate  very  much 
your  testimony  and  you  obviously  have  a  keen  insight  into  the 
problem.  It  is  very  valuable  for  us  to  get  that  insight. 

I  suppose  I  would  be  interested  in  having  you  just  think  through 
what  guidance  and  advice  you  give  to  those  who  are  trying  to  deal 
with,  trying  to  assure  that  you  are  going  to  have  access  to  good 
quality  care  in  rural  America,  recognizing  that  it  is  extremely  im- 
portant to  have  health  care  facilities.  Without  it,  it  takes  a  long 
time  to  get  to  other  kinds  of  health  care  facilities,  and  endangers 
health.  We  know  that  these  are  areas  where  there  are  important 
health  care  needs  and  we  are  faced  with  different  crises  in  the 
rural  areas  because  of  the  more  senior  population  with  their  par- 
ticular needs,  indigent  population  and  their  particular  needs. 

We  know  also  that  there  are  a  number  of  rural  hospitals  that  are 
not  being  utilized  to  the  extent  that  they  should  be.  We  know  that 
if  you  close  some  of  the  rural  hospitals  and  have  people  go  into 
places  which  are  larger,  that  it  is  a  greater  threat  to  the  health 
care  of  those  individuals  that  have  to  go  there  and  then  it  puts  an 
additional  burden  on  those  individuals  that  live  in  those  urban 
areas,  which  they  may  very  well  resent. 

So  how  do  you  come  to  the  balance  in  this,  where  you  have  facili- 
ties that  may  not  be  utilized  and  we  cannot  have  the  latest  equip- 
ment, the  highest  technology  in  every  kind  of  rural  hospitals  all 
over  this  country — how  do  you  reach  those  balances?  What  guid- 
ance can  you  give  us  as  to  how  to  examine  that  in  a  way  that  is  in 
the  interest  of  the  health  of  the  people  in  rural  America  in  enhanc-  / 
ing  that  quite  frankly,  particularly  given  the  new  kinds  of  needs 
that  we  are  going  to  face  and  also  balance  that  against  the  kinds  of 
resources  that  we  have  available? 

Mr.  DoLLACK.  I  think  one  of  the  things  we  have  to  look  at  is  the 
various  ways  we  discriminate  against  the  health  care  providers  in 
rural  America.  Not  only  do  hospitals  receive  less,  pharmacies  re- 
ceive less,  physical  therapists  receive  less,  doctors  receive,  I  believe 
in  this  State,  20  percent  less  because  they  practice  in  rural  Amer- 
ica, yet  we  are  trying  to  come  up  with  ways  to  entice  physicians  to 
move  to  rural  areas  where  they  are  so  badly  needed.  Atlanta  has  a 
glut  of  physicians,  we  need  two  full-time  doctors  here  to  adequately 
I     take  care  of  our  citizens. 

Those  of  us  that  have  facilities  that  are  not  totally  utilized  need 
to  look  at  other  ways  to  use  those  facilities  in  an  economically 
viable  way.  Our  hospital  has  19  beds  that  are  closed  out  of  the  52 
for  which  we  are  licensed.  We  are  also  approved  to  provide  10 
swing  bed  facilities.  We  are  not  totally  using  that  because  it  has 
not  been  economically  feasible  for  us.  We  hope  that  will  change  the 
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first  of  the  year  when  the  State  of  Georgia  covers  swing  beds  under 
its  Medicaid  program. 
The  Chairman.  Congressman  Rowland. 

Mr.  Rowland.  I  really  do  appreciate,  Gary,  you  focusing  on  this 
differential  between  the  urban  and  rural  areas.  I  have  never  really 
understood  that. 

Mr.  DoLLACK.  I  did  not  understand  it  either. 

Mr.  Rowland.  Well  an  x-ray  machine  costs  just  as  much  in  a 
rural  area  as  it  does  in  an  urban  area,  equipment  of  any  kind,  sup- 
plies all  cost  just  as  much.  Maybe  personnel  might  be  a  little  less 
expensive  at  one  time,  but  I  am  not  sure  that  is  true.  Of  course. 
Senator  Kennedy  knows  we  have  been  working  very  hard  to 
remove  that  differential  and  the  reconciliation  this  time  did  make 
a  significant  change  because  rural  hospitals  will  be  reimbursed  3 
percent  above  the  inflation  rate,  urban  hospitals  will  be  on  the 
minus  side  to  try  to  address  some  of  that  differential,  so  I  am 
really  pleased  that  you  looked  at  that. 

You  mentioned  the  swing  beds.  You  know,  you  cannot  utilize 
your  beds  for  nursing  home  care  because  of  regulations  that  exist 
now,  only  a  certain  percentage  of  them. 

Mr.  DoLLACK.  That  is  correct. 

Mr.  Rowland.  So  you  know,  if  that  was  removed,  those  beds 
could  be  utilized  a  lot  better  because  there  is  a  significant  need  for 
those  beds. 

Let  me  just  make  one  other  comment,  I  almost  get  on  my  soap- 
box when  we  start  talking  about  rural  health  care,  but  since  1983 
with  the  advent  of  the  DRG  payment  system,  there  have  been  more 
than  200  rural  hospitals  that  have  gone  out  of  business  because  of 
that.  They  form  the  center  of  communities  in  many  instances  and 
add  a  lot  to  the  quality  of  life,  and  I  think  it  is  so  important  that 
we  do  all  that  we  can,  just  as  you  are  doing  here  in  Hancock 
County  as  individual  citizens  and  as  the  local  community  to  pre- 
serve those  hospitals. 

I  really  appreciate  your  testimony  in  that  respect.  Thank  you 
very  much. 

Mr.  DoLLACK.  Thank  you. 

The  Chairman.  Thank  you  all  very  much,  we  appreciate  your 
presence  here. 

We  just  have  a  few  more  moments  for  our  hearing.  We  would 
like  to  perhaps  invite,  in  the  time  that  we  have  left,  about  10  or  12 
minutes,  those  that  would  like  to  make  some  kind  of  presentation, 
we  will  hear  them.  First,  we  have  Dr.  Green,  who  I  see  in  the  back 
of  the  room.  Dr.  Green  has  been  in  the  front  lines  of  the  fight  for 
rural  health  more  than  45  years  as  a  physician  serving  a  rural 
area,  a  medical  educator,  and  public  official.  When  I  first  discussed 
with  Congressman  Rowland  about  the  possibility  of  having  a  field 
hearing  in  Sparta,  he  told  me  that  George  Green  was  one  of  the 
people  who  could  help  us  most  and  he  was  certainly  correct.  He 
has  given  us  valuable  assistance  in  preparing  for  the  hearing,  and  I 
wonder  if  we  could  ask  Dr.  Green  to  make  whatever  comments  he 
would  like,  and  then  if  there  are  others  who  would  like  to  line  up 
behind  him.  At  the  end  of  Dr.  Green's  comments,  we  will  take  the 
time  we  have  left  and  the  number  of  people,  and  divide  it  up  and 
go  from  there.  For  those  that  will  not  be  able  to  get  a  chance  to 
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speak,  we  will  have  a  staff  person  that  will  remain  here  and  take 
your  names  so  that  you  can  make  whatever  comments  you  would 
like,  and  we  will  make  that  part  of  our  record. 
Dr.  Green,  we  are  glad  to  have  you. 

STATEMENT  OF  DR.  GEORGE  GREEN,  A  PHYSICIAN,  MEDICAL 
EDUCATOR  AND  PUBLIC  OFFICIAL 

Dr.  Green.  Thank  you,  Senator  Kennedy,  we  are  from  an  histor- 
ic city  and  historic  county  and  we  are  all  proud  of  the  events  we 
have  been  able  to  overcome  here  and  work  together  for  the  last  few 
years,  we  have  made  considerable  change,  one  is  the  library  that 
we  are  in. 

We  would  like  to  thank  the  State  and  Federal  Government  for 
all  their  cooperation  in  helping  us  with  these  facilities. 

The  big  problem  with  us  right  now,  we  feel,  is  what  Mr.  Dollack 
reported  to  you — medical  care  in  rural  areas  is  being  discriminated 
against.  The  first  and  biggest  thing  that  would  help  us,  if  these 
were  alleviated,  and  put  us  on  a  par  with  everybody  else.  There  is 
nothing  cheaper  in  the  rural  areas  as  far  as  medical  care  is  con- 
cerned. All  the  equipment  we  buy  comes  from  Atlanta  with  time 
and  distance  on  a  service  call.  Our  relief  help  for  the  nurses  and 
technicians,  same  thing,  we  have  to  pay  a  much  higher  rate  and  we 
have  to  pay  mileage  when  they  come. 

We  just  want  to  be  treated  fairly  and  we  feel  that  working  to- 
gether like  we  have  been  in  recent  months  and  recent  years,  that 
we  can  overcome  anything  and  keep  this  hospital  going  and  pro- 
vide good  medical  care  for  this  community. 

The  Chairman.  Thank  you  very  much.  Dr.  Green,  we  appreciate 
it  very  much.  [Applause.] 

Step  right  up  to  that  mike  there  and  I  will  ask  if  you  would  iden- 
tify yourself  for  us,  give  us  your  name  and  where  you  live  and  if 
you  can  keep  the  remarks  to  maybe  a  minute,  we  would  sure  ap- 
preciate it,  this  will  give  a  chance  for  others  to  make  what  com- 
ments they  would  like. 

STATEMENT  OF  CHRISTIE  WALKER,  HANCOCK  COUNTY,  GA 

Ms.  Walker.  I  am  Christie  Walker,  I  live  in  Hancock  County  and 
I  have  a  lot  of  bills,  I  am  a  sick  person,  I  have  a  cardiac  condition 
which  I  had  surgery  for  in  March  and  I  have  glaucoma  and  a  lot  of 
other  complaints,  and  I  have  a  very,  very  low  income.  I  would  just 
like  to  say  that  if  I  do  not  have  transportation  back  and  forth  to 
Augusta,  that  I  have  to  postpone  appointments. 

I  can  see  in  the  dark  but  not  in  the  light.  I  am  not  total  but  my 
doctor  says  that  I  have  high  pressure  in  the  30's  when  he  wants  me 
to  be  in  the  teens  and  in  that  way,  I  am  having  it  hard.  I  live  off  of 
Social  Security. 

The  Chairman.  Thank  you  very  much.  Next. 

STATEMENT  OF  LILLIAN  MACAFEE,  WASHINGTON  COUNTY,  GA 
Ms.  McFee.  I  am  Lillian  MacAfee  from  Washington  County.  I 
have  a  son  who  is  now  in  Alabama,  in  a  nursing  home  because  the 
State  of  Georgia  has  no  place  to  care  for  a  vent-dependent  quad.  A 
ventilator  is  a  machine  that  breathes  for  him,  he  is  paralyzed  from 
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ear  level,  jaw  level  down.  He  has  been  shipped — after  his  insur- 
ance, a  million  dollars  that  lasted  for  2  years,  one  year  in  a  hospi- 
tal and  one  year  in  an  apartment  with  continuous  care,  until  that 
million  dollars  was  used  up.  He  was  sent  then  to  Ohio  to  a  nursing 
home. 

Larry  is  an  engineer,  perfectly  good  mind  and  nothing.  He  do  not 
need  to  be  in  nursing  homes,  even  if  there  was  one  in  Georgia,  but 
there  is  not  unfortunately,  so  now  he  has  been  shipped  to  one  in 
Alabama  from  Grady  Hospital  in  Atlanta. 

Most  of  the  news  media  are  aware  that  Larry  won  a  court  case 
back  in  the  summer  to  turn  his  ventilator  off.  He  will  be  shipped 
from  Alabama  the  end  of  April,  1990  back  to  Grady  Hospital  and 
before  he  goes  back  there,  he  will  say  it  is  time. 

Do  we  want  to  leave  people  like  this?  If  he  had  some  permanent 
home — Canada  has  group  homes  for  vent-dependent  quads,  they  op- 
erate much  cheaper  than  a  nursing  home.  The  six  men  in  the  origi- 
nal one  hire  their  own  attendants,  you  can  be  trained — Larry's 
family  has  been  trained  and  we  certainly  have  no  medical  back- 
ground except  his  oldest  sister  who  is  a  nurse,  but  we  have  just 
many,  many  medical  needs. 

Larry  is  not  sick,  he  is  handicapped. 

Thank  you. 

The  Chairman.  Thank  you. 

STATEMENT  OF  HOWARD  MOORE,  MACON,  GA 

Mr.  Moore.  Senator  Kennedy,  it  is  very,  very  wonderful  that  you 
took  the  time,  you  and  Congressman  Rowland,  to  come  here.  I 
talked  to  your  colleague  before. 

My  name  is  Howard  Moore.  I  talked  to  Sam  Nunn  and  he  gave 
me  the  right  to  give  you  a  booklet  about  some  things  we  have  been 
doing. 

Back  in  1974  there  was  a  law  passed  giving  people  the  right  to 
designate  $10,  $20,  or  $30  dollars  of  their  tax  money  to  go  so  rich 
corporations  could  not  buy  the  politicians.  Under  that  program  for 
citizens  to  designate  some  portion  of  their  tax  money  for  political 
campaigns,  that  made  the  system  again  more  democratic.  Under 
that  program  billions  of  dollars  have  been  raised  to  help  people 
elect  their  officials  from  your  vote,  not  from  a  bought  situation. 

I  wrote  a  program  and  took  it  to  Washington,  DC  

The  Chairman.  I  will  give  you  just  a  couple  more — another  15 
seconds  because  we  have  two  or  three  people  behind  you. 

Mr.  Moore.  Thank  you.  Let  me  give  you  a  program. 

The  Chairman.  All  right,  thank  you  very  much.  We  are  going  to 
take  three  more. 

STATEMENT  OF  CYNTHIA  SMITH 

Ms.  Smith.  My  name  is  Cynthia  Smith  and  the  message  that  I 
would  like  for  you  to  take  back  to  the  Congress  is  to  build  a  strong- 
er EPA,  a  Federal  EPA,  to  protect  the  environment  because  with- 
out the  environment  we  will  all  be  sick  and  die. 

If  we  let  the  polluters  continue  to  try  to  assault  black  communi- 
ties and  other  minority  communities,  the  world  cannot  live  without 
a  safe,  strong  environment,  so  health  care  is  secondary,  mother 
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nature  should  be  first.  And  everybody  should  really  get  back  to 
nature— depending  on  hospitals  and  doctors  and  all  that,  if  you  re- 
member your  grandmother  used  to  get  herbs  out  of  the  woods  and 
give  you  some  tea  and  you  would  feel  better,  so  I  think  we  really 
need  to  be  trying  to  get  back  to  nature  and  we  need  a  stronger  en- 
vironment. 

We  want  this  assault  on  the  black  communities  to  stop  because 
we  are  under  siege  right  now. 
The  Chairman.  Thank  you.  Last  two  right  now. 

STATEMENT  OF  ALTON  SPELL,  JR.,  LOUSIVILLE,  GA 

Mr.  Spell.  Good  morning,  my  name  is  Alton  Spell,  Jr.,  from  Lou- 
isville, GA  and  I  am  with  the  Rural  Health  Outreach  Program. 

Senator  Kennedy,  first  of  all  I  would  like  to  thank  you  for  taking 
a  look,  you  and  Representative  Rowland,  for  at  least  addressing  the 
issues  of  rural  health  care.  I  would  just  like  to  say  for  your  infor- 
mation that  one  of  the  problems  that  we  have  had  in  looking  and 
observing  maternal  and  infant  care,  for  your  record,  one  of  the 
things  that  our  mothers  in  our  tracking  program  have  found  is  a 
lack  of  transportation  that  is  causing  a  problem  with  a  lot  of  the 
infant  mortality  in  the  rural  areas. 

Also  we  would  like  to  let  you  know  that  one  of  the  things  that  is 
handicapping  some  rural  health  care  in  our  area  is  the  allowance 
of  only  12  visits  to  the  doctor  per  year  under  the  Medicaid  system 
within  the  State  of  Georgia.  We  would  like  to  advocate  that  this 
should  be  increased  because  many  times  there  are  persons  who 
need  ongoing  health  care  and  they  cannot  get  health  care  with 
that  particular  limit. 

Clients  must  return  for  final  application  on  assistance  grants  in 
our  community  and  we  feel  that  this  should  be  limited  within  your 
program. 

Also,  speaking  from  a  rural  area,  we  would  like  for  you  to  try  to 
mandate  equal  funding  in  Medicaid  levels  to  rural  hospitals  be- 
cause we  have  a  hospital  in  Jefferson  County,  the  same  as  Mr.  Dol- 
lack's,  who  is  having  a  $300,000  deficit  in  a  county  that  has  only 
got  taxpayers  of  about  35  percent,  who  are  funding  most  of  the 
county,  the  rest  of  them  are  not  able  to  provide  taxes  in  that  area. 

Also,  we  would  like  to  thank  you,  Senator  Kennedy,  for  accepting 
Shawanda  Kelly's  input  into  this  hearing  this  morning.  Thank  you 
very  much. 

The  Chairman.  Thank  you.  Our  final  spokesperson  here. 

STATEMENT  OF  LILY  WARREN,  SPARTA,  GA 
Ms.  Warren.  Thank  you. 

I  would  like  to  thank  you,  Senator  Kennedy.  My  name  is  Lily 
Warren,  I  am  a  nurse  in  a  program  called  Community  Care  Serv- 
ices. 

Right  now  we  are  a  Medicaid  waivered  service  so  that  means 
every  3  to  5  years  we  have  to  go  back  and  appeal  to  HCFA  for 
money.  What  we  are  asking  is  that  Community  Care  Services  pro- 
grams be  included  in  the  Medicaid  options  programs  just  like 
dental  services,  just  like  nursing  home  services,  because  right  now 
we  have  a  waiting  list.  Our  fiscal  year  starts  in  July,  it  is  Decern- 
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ber,  we  are  out  of  money  so  we  cannot  serve  people  like  Ms.  Baity's 
mother.  The  aim  of  our  program  is  to  assist  older  Georgians  to  stay 
in  their  homes  and  not  have  to  go  to  institutions. 

So  we  ask  that  you  would  also  consider  bringing  in  to  MAO  those 
who  make  more  than  the  SSI  limit  plus  make  their  income  be  able 
to  be  diverted  to  their  caregiver,  not  just  to  their  spouses,  but  to 
their  daughters  or  siblings  who  take  care  of  them. 

Please  admit  Community  Care  as  a  Medicaid  option  program  so 
that  our  money  comes  directly  down  and  we  do  not  depend  on 
State  funds  or  anything,  to  serve  these  people  who  want  to  stay  in 
their  homes. 

Thank  you.  [Applause.] 

The  Chairman.  Thank  you. 

How  is  anybody  to  say  no  to  that  presentation. 

[Additional  statement  and  materials  submitted  for  the  record 
follow:] 
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AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS 
POSITION  PAPER 


ACCESS  TO  HEALTH  CARE 

One  of  the  greatest  challenges  facing  the  health  care 
delivery  system  is  ensuring  access  to  health  care  services  for 
the  uninsured.  The  number  of  Americans  without  insurance  of  any 
kind  presently  is  estimated  at  37  million  and  that  number  is 
growing.     Unless  steps  are  taken  to  address  this  problem 
immediately,   it  can  only  become  more  acute  in  the  years  ahead  and 
more  difficult  to  resolve. 

The  American  Academy  of  Family  Physicians  long  has  espoused 
the  view  that  the  family  physician  functions  as  his  or  her 
patients'  advocate  in  all  health  related  matters.     The  Academy's 
Beard  of  Directors  believes  that  this  organization  and  the  family 
physicians  it  represents  also  must  serve  as  advocates  for  those 
37  million  Americans  who  do  not  have  access  to  health  care 
through  insurance  coverage. 

For  the  past  several  months,   the  Academy's  Board  of 
Directors  and  Commissions  on  Health  Care  Services  and  Legislation 
and  Governmental  Affairs  have  reviewed  various  proposals  for 
improving  access  to  care.     At  the  June  meeting  of  the  Board  of 
Directors,   both  the  Commission  on  Legislation  and  Governmental 
Affairs  and  the  Commission  on  Health  Care  Services  presented 
recommendations  on  a  draft  position  statement  on  access  to  care, 
which  they  had  been  asked  to  reviev;.     Many  of  these 
recommendations  were  incorporated  in  a  revised  "AAFP  Position 
Statement  on  Access  to  Health  Care  for  the  Uninsured"  which  was 
reviewed  and  approved  by  the  Board  of  Directors  at  its  August 
meeting.     A  copy  of  this  statement  is  attached  as  Appendix  A. 

RECOMMENDATION  ■ 


The  Board  of  Directors  recommends  that  the  Congress  of 
Delegates  approve  the  attached  statement  entitled  "AAFP  Position 
Statement  on  Access  to  Health  Care  for  the  Uninsured"  and  adopt 
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the  position  that  improving  access  for  the  uninsured  should  be 
pursued  vigorously  by  the  American  Academy  of  Family  Physicians 
as  a  high  priority. 

AAFP  Position  Statement 
on 

Access  to  Health  Care  for  the  Uninsured 

During  the  decade  of  the  '80s,  there  has  been  a  dramatic 
increase  in  the  number  of  Americans  who  are  without  health 
insurance  of  any  kind.  Estimates  place  the  number  of  uninsured 
Americans  at  37  million.     While  the  public  opinion  polls 
repeatedly  have  indicated  widespread  agreement  that  everyone  has 
a  right  to  adequate  health  care,  those  same  polls  evidence  little 
enthusiasm  for  improving  access  through  increased  taxes.  The 
dilemma,  then,   is  how  to  address  a  societal  problem  of 
significant  proportions  —  the  lack  of  access  to  health  care  for 
millions  of  Americans  —  given  our  finite  financial  resources  and 
a  reluctance  among  both  policy  makers  and  the  public  to 
significantly  increase  taxes  to  provide  insurance  coverage. 
Despite  this  dilemma,  however,  the  AAFP  believes  the  issue  of 
access  to  health  care  for  the  uninsured  must  be  addressed  as  one 
of  this  Nation's  highest  priorities. 

One  approach  which  has  received  such  attention  in  recent 
months  is  that  of  requiring  employers  to  provide  health  insurance 
coverage  for  their  full-time  employees.     While  this  approach 
would  not  result  in  major  tax  increases  and  is  attractive  insofar 
as  approximately  2/3  of  the  uninsured  are  employees  or  dependents 
of  those  employed,   it  could  pose  substantial  hardships  for  small 
businesses.     Additionally,  a  significant  segment  of  the  uninsured 
population,  who  generally  are  poor  or  near  poor,  would  remain 
uninsured  under  a  program  which  covers  only  employees  and  their 
dependents. 

The  Medicaid  program,  as  it  currently  is  structured, 
conditions  eligibility  on  requirements  which  vary  significantly 
from  state  to  state  and  which  are  based  on  each  state's 
definition  of  eligibility  for  cash  assistance.  Less  than  half  of 
those  below  the  federal  poverty  level  qualify  for  Medicaid 
benefits  and  the  scope  of  benefits  also  varies  from  state  to 
state.     Because  Medicaid  payments  for  services  are  substantially 
discounted,  a  two-tiered  system  has  developed  under  which 
Medicaid  patients'  choices  of  providers  are  limited  and  they  do 
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not  have  access  to  "mainstream"  medical  care.     For  these  reasons 
the  Medicaid  program  as  presently  constituted  does  not  present  a 
viable  mechanism  for  addressing  the  problem  of  access  for  the 
uninsured . 

It  is  the  position  of  the  Academy  that  the  issue  of  health 
care  for  the  uninsured  can  best  be  addressed  through  a  system 
which  primarily  is  based  in  the  private  sector  but  which  also 
includes  a  substantially  revised  and  expanded  Medicaid  program. 
Such  a  system  should  be  phased-in  over  a  period  of  time,  should 
promote  the  concept  that  the  uninsured  must  have  access  to 
primary  care  services  as  well  as  more  elaborate  medical 
technologies  and  should  emphasize  appropriate  quality  care, 
utilization  and  health  outcomes.  Under  this  approach,  employers 
who  employ  more  than  a  specified  number  of  employees  would  be 
required  to  provide  health  insurance  coverage  for  their  full-time 
employees  and  the  dependents  of  those  employees.  Other 
individuals  who  are  not  covered  under  employer-provided  insurance 
would  be  entitled  to  participate  in  the  restructured  Medicaid 
program. 

Consistent  with  the  overall  objective  of  providing  access  to 
the  Nation's  uninsured  through  a  combination  private 
sector/publicly  funded  program,  the  Academy  supports  the 
following  principles: 

(a)  Except  in  the  case  of  small  employers  who  employ  less 
than  a  statutorily  defined  minimum  number  of  employees, 
all  employers  should  be  required  to  provide  health 
insurance  coverage  for  their  full-time  employees  and  the 
dependents  of  those  employees. 

(b)  Mechanisms  such  as  regional  insurance  pools  should  be 
instituted  to  minimize  the  impact  on  those  smaller 
businesses  which  are  not  exempt  from  the  requirement  to 
provide  insurance  but  for  which  the  requirement  may  cause 
significant  hardships. 

(c)  Under  the  employer-mandated  coverage,  the  employers  should 
be  required  to  pay  a  minimum  percentage  of  the  employees' 
insurance  premiums  and  the  employees  should  be  responsible 
for  cost  sharing  through  payment  of  deductibles  and 
co-insurance,  with  a  maximum  annual  c^pSfi  out-of-pocket 
expenditures. 
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(d)     A  basic  range  of  services  as  defined  by  AAFP  policy  on 
"Basic  Health  Care"  should  be  included  in  the 
employer-purchased  coverage.  Current  AAFP  policy  on 
"Basic  Health  Care"  reads  as  follows: 


Basic  health  care  consists  of  only  those  medical 
services  which  are  necessary  to  prevent,  diagnose 
or  treat  disease  and  injury  and  which  are  provided 
in  a  cost-effective,  efficient  manner  and  in  an 
appropriate  setting  consistent  with  patient  needs 
and  quality  of  care  considerations.  Unproven, 
experimental  and  purely  cosmetic  services  are  excluded 
from  basic  health  care.     The  elements  of  basic  health 
care  are  as  follows: 


o  Prenatal  and  maternity  care 

o  Infant  care 

o  Periodic  evaluation  and  screening 

o  Preventive  medicine,  patient  education 

and  immunizations 

o  Dental  care 

o  Treatment  and  rehabilitation  of  injury 

o  Diagnosis  and  treatment  of  illness  and  dysfunction 

o  Care  of  elderly  persons 

o  Terminal  care 

(e)     The  Medicaid  program  should  be  revised  to  provide  uniform, 
national  eligibility  criteria  based  on  income  rather  than 
eligibility  for  public  assistance  and  should  include 
provisions  whereby  the  homeless  and  the  medically 
uninsurable  are  covered. 


(f)     Medicaid  coverage  should  include  a  uniform,  basic  range 
of  services  consistent  with  those  required  of 
employer-sponsored  insurance  plans  and  Medicaid  payment  for 
seirvices  should  be  on  a  par  with  Medicare  payment  and  should 
be  established  through  a  resource-based  relative  value 
scale. 


(g)     Individuals  and  their  dependents  who  are  not  otherwise 

covered  under  an  employer-sponsored  insurance  program  and 
whose  income  is  at  or  below  the  federal  poverty  level  should 
be  fully  covered  by  the  Medicaid  program. 
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(h)     Individuals  and  their  dependents  who  are  not  otherwise 

covered  under  an  employer-sponsered  insurance  program  and 
whose  income  exceeds  the  federal  poverty  level  should  be 
given  the  option  to  purchase  Medicaid  coverage  with  the 
premium  determined  on  a  sliding  scale  basis  relative  to 
income.  Deductibles  and  coinsurance  should  be  paid  by  those 
purchasing  Medicaid  coverage  and  also  should  be  determined 
on  a  sliding  scale  basis,  with  a  maximum  annual  cap  on 
out-of-pocket  expenditures. 

Implementation  of  the  foregoing  principles  will  result  in  a 
clearly-articulated  national  health  policy  which  has  as  its  three 
major  components  Medicare,  employer-provided  coverage  and  a 
restructured  Medicaid  program,  through  which  all  of  those  not 
otherwise  covered  can  be  insured.  The  American  Academy  of  Family 
Physicians  believes  that  with  these  three  programs  in  place, 
every  American  citizen  will  be  assured  of  having  access  to  a 
broad  range  of  essential  health  care  services. 
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EMERGENCY  FUND  FOR  THE  MEDICALLY  INDIGENT,  INC. 


141  Lakeshore  Circle,  N.E. 
Milledgeville,  Georgia  31061 
A  United  Way  Agency 

December  14,  1989 


Senator  Edward  Kennedy 
Senate  Office  Building 
Washington,  D.  C. 

Dear  Senator  Kennedy: 

Thank  you  for  coming  to  middle  Georgia.     Attached  is  information 
on  a  volunteer  program  operating  through  the  Baldwin  County 
Health  Department.     It  is  a  beautifully  simple  program,  but 
funding  care  for  sick  people  should  not  be  left  to  tiny  points 
of  light.     I  fear  we  may  be  in  danger  of  bsing  sickness  of  the 
poor  as  a  means  of  population  control. 

To  address  the  problem  of'shortage"  of  medical  care  for  the 
poor,  which  is  in  fact  the  need  to  provide  universal  access 
to  health  care,  we  might  establish  primary  care  (medical 
treatment)   facilities  in  every  county  in  the  nation  where  it 
does  not  now  exist. 

Located,  preferably,  in  county  health  departments,   such  treatment 
services  would  complement  the  preventive  nature  of  public  health 
care.     Also,  the  idea  tends  to  emphasize  economic  support  of 
wellness  rather  than  illness;  and,   I  do  not  believe  it  would 
be  more  expensive  than  lengthy  hospital  or  nursing  home  care, 
especially  if  run  on  a  sliding  fee  scale.       [The  American  Public 
Health  Association  suggests  that  it  may  provide  a  measure  of 
competition  to  the  private  medical  area  that  would  help  reduce 
health  costs  generally.    (C.A.Miller  &  Merry-K.  Moos,  Local  Health 
Departments,  Fifteen  Case  Studies,  Chapel  Hill,  APHA,  c  1981, 
p. 6)] 

If  it  would  only  make  matters  worse  to  tax  the  drug  companies 
to  support  whatever  measures  we  take,  then  surely  the  exorbitant 
cost  of  prescription  medicine  merits  an  investigation. 

Again,  thank  you.  ,  r 
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EMERGENCY  FUND  FOR  THE  MEDICALLY  INDIGENT,  INC. 

141  Lakeshore  Circle,  N.E. 
Milledgevllle,  Georgia  31061 
A  United  Way  Agency 


Questions  and  answers  about  a  local  health  service  ... 


Q    What  does  EFMI  do?  ^ 

A  EFMI  receives  and  spends  donated  money  in  a  program  to  pay 
doctors,  dentists,  pharmacies  and  sometimes  local  transportation 
for  Baldwin  County  citizens  who  need  medical  attention  and  cannot 
afford  to  pay  for  it. 

Q     How  does  a  person  needing  such  a  service  go  about  getting  it? 

A  Persons  who  are  ill  and  without  money  or  insurance  to  pay  for 
their  medical  care  go  to  the  Baldwin  County  Health  Center  on 
Barrows  Ferry  Road  (in  the  former  Bone  Brickyard/Griffin  Pipe 
office  building).  There,  he  or  she  talks  with  a  nurse.  In 
considering  the  person's  condition  and  other  circumstances,  the 
nurse  may  decide  to  draw  on  funds  available  through  EFMI.  If  so, 
she  contacts  someone  in  the  medical  community  (doctor,  dentist, 
pharmacy)  and  arranges  for  the  needed  service;  and  the  fee  to  be 
paid  by  EFMI  is  set.  The  nurse  completes  a  brief  form  with  the 
patient.     That  form  authorizes  EFMI  to  pay  the  bill. 

Q  Then  a  person  needing  help  from  EFMI  does  not  have  to  contact  the 
organization  directly. 

A      No.     No  member  of  EFMI  comes  between  the  nurse  and  patient  or 

between  the  nurse  and  medical  practitioner.  This  procedure 
assures  patient  privacy  and  professional  confidence,  and  it 
avoids  unnecessary  delay.  In  the  EFMI  program,  with  their 
extensive  knowledge  of  options  available  in  medical  services, 
nurses  have  full  discretion. 

Q  If  someone  gets  sick  at  night  or  on  a  weekend  and  has  to  go  to 
the  county  hospital  emergency  room,  will  EFMI  pay  the  bill? 

A      No.      EFMI   services   are  available  only  through  the  Health  Center 
and  between  the  hours  of  8:30  and  4:30,  Monday  through  Friday. 
Only  public  health  nurses  may  authorize  services  to  be  paid  from 
the  fund.  " 

The  county  government  contributes  to  the  hospital  to  assist  with 
care  for  the  poor  in  the  emergency  room.  We  believe  that  EFMI 
cuts  down  on  emergency  room  demand  and  lessens  the  need  for 
hospitalization. 
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Is  there  a  limit  on  what  EFMI  will  pay  on  a  medical  bill? 

EFMI  will  not  pay  past-due  bills.  The  program  will  pay  the 
amount  written  by  the  nurse  on  the  "authorization"  form.  Most 
of  the  time  this  is  the  entire  charge  for  the  specific  service 
rendered.  Sometimes,  however,  the  medical  provider  will  accept 
the  payment  from  EFMI  and  then  bill  the  patient  for  an 
additional  amount.  This  is  beyond  the  control  of  EFMI,  and  the 
patient  is  told  by  the  nurse  when  this  will  be  the  case. 

Prescription  medicine  cost  can  run  into  the  hundreds  of  dollars. 
Nurses  are  kept  informed  of  the  balance  on  hand  in  the  EFMI 
account  and  must  make  judgments  about  how  much  of  a  cost  we  can 
pay  based  on  how  much  money  is  available. 

Does  EFMI  pay  hospital  bills? 

No.  If  a  physician  (to  be  paid  by  EFMI)  recommends 
hospitalization  or  extended  treatment  for  a  patient,  then  public 
health  nurses  may  assist  in  making  arrangements  for  follow-up 
care,  which  might  be  provided  through  a  state-supported  hospital. 
EFMI  could  not  afford  to  pay  for  such  care. 

Where  does  EFMI  get  its  money?  What  does  it  cost  to  administer 
the  program? 

The   major   source  of   funding  is  United  Way. 

Additional  fund-raising  is  necessary  to  support  the  program. 
There  are  no  salaried  officers  or  employees  and  Board  members 
pay  the  cost  of  administering  the  program.  That  amount  in  1988 
was  $209.     (That  does  not  include  value  of  donated  time. 

How  long  has  EFMI  been  in  operation?    What  has  it  achieved? 

EFMI  began  operation  in  January  of  1985.  In  1988  with  $5500, 
EFMI  purchased  for  253  persons  of  all  ages: 

151  pharmacy  visits 

121  physician  visits 

9  dentist  visits 

7  instances  of  transportation 

2  instances  of  medical  supplies 

1  X-ray 

1  laboratory  test 

If  I  wanted  to  make  a  donation  to  EFMI,  where  would  I  send  a 
check? 

Send  donations  to  EFMI,  141  Lakeshore  Circle,  NE,  Mil ledgevil le , 
Georgia  31061.  A  special  card  is  mailed  to  the  family  of  persons 
in  honor  of  whom  memorial  gifts  are  given. 


REMEMBER — EVERY  PENNY  DONATED  GOES   TO  PATIENT  SERVICES! 
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Fund  finding  it  harder  to  aid  medically  needy 


He  b  62  with  a  cardiac  cooditioa.  He  has  no 
mcner  to  reflD  medication  vital  to  his  sunrival. 

EmergoKT  Fwd  for  the  Medically  Indigent 
pays  the  pharmacy  cost,  preventing  the  inter- 
mpdcn  in  the  regular  medication. 

She  b  a  SO-year-old  diabetic.  Due  to  a  family 
crisis  she  is  maUe  to  buy  insulin.  Emergency 
Pond  for  the  Medically  Indigent  covers  the 

The  list  of  Baldwin  County  residents  helped 
each  year  by  the  local  fund  is  a  long  one.  Tbey 
are  people  who  "(aO  through  the  craclu"  — 
people  who  do  not  qualify  for  other  types  of  as- 
sistance for  a  variety  of  reasons. 

Sotne  of  the  people  who  have  received  aid 


benefits.  Some  have  lost  their  jobs  and  have 
lamOies  to  support  Some  are  on  a  fixed  in- 
cooje.  Others  are  too  young  for  Sodal  Security 
help.  An  of  them  have  immediate  needs  for  life- 


Eartine  Ram,  president  of  the  board  of  di- 
recton  al  the  fund,  gave  an  example  of  one 
type  of  person  the  fund  helps. 

"We've  bad  people  who  have  cancer,"  she 
said.  "They  were  working  but  had  to  leave 
their  )ota9.  The  Ulls  pOed  up,  and  even  if  they 
had  insurance  they  can't  wait  for  payment  to 
come  In.  They  need  immediate  help." 

For  years,  EFMI  has  managed  to  provide 
that  help.  But  Ham  said  rising  medical  costs 
and  lack  o<  donations  may  take  its  toll  on  the 
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EFM  IS  A  PROGRAM 
through  the  Baldwin  County  Health  Depart- 
ment, which  receives  and  spends  donated  mon- 
ey to  pay  doctors,  dentists,  pharmacies  and 
sometbnes  local  transportation  for  citizens  who 
need  medical  attention  and  cannot  afford  to 


incorporated  non-profit  organizaUon  since  ISOS. 
Yet  its  roots  reach  back  much  further. 

Before  EFMI  was  formed,  nurses  at  the 
Health  Department  took  it  upon  themselves  to 
get  medical  attention  and  prescription  drugs 

 I  who  didn't  qualify  for  any 

To  raise  money  they 
Baldwin 

"EFMI  actually  started  some  time  back 
when  Health  Department  nurses  felt  people 
needed  help  and  went  beyond  the  call  of  duty  to 
provide  It  for  them,"  said  Ham. 

Ham  said  funds  from  local  dubs  and  organi- 
zations became  scarce  during  the  recession  of 
the  early  IStOs.  In  19M,  in  order  to  qualify  to  re- 
ceive funds  from  United  Way,  EFMI  was 
formed.  Provisional  tax-exempt  status  was  ob- 
tained in  early  19K  and  permanent  status  in 
iseir  EFMI  has  a  ffilg»i6hber  board  of  dlrec- 


SAM  WALTON/Slall  Pholographer 

Nurses  a(  Baldwin  County  Health  Department  consider  each  case,  then  determine  who  will  receive  help 
Registered  aurse  Patsy  Pollell,  who  deals  with  many  EFMI  recipients,  counsels  a  patient 


I  community  advisory  committee. 


and  makes  a  decision  whether  to  draw  on 
EFMI  funds.  If  so.  she  contacts  .someone  in  the 
medical  community  and  arranges  for  the  ser- 
vice. The  fee  to  be  paid  by  EFMI  is  set. 

Ham  said  the  nurses  have  full  discretion, 
arid  no  member  of  EFMI  comes  between  the 
nurse  and  patient,  ensuring  privacy,  conHden- 
tlality  and  preventing  delay. 

EFMI  does  not  pay  for  emergency-room  vis- 
its or  hospital  care.  Ham  said. 

"We  cannot  afford  that,"  she  said.  "We  feel 
like  through  our  program  hospital  stays  and 
emergency-room  visits  are  avoided  because  we 
provide  preventative  care. " 

United  Way  has  supported  the  program  for 
the  past  three  years.  However,  the  money 
EFMI  recrives  from  the  agency  is  only  about 


half  the  amount  needed  to  provide  its  service. 
For  example,  EFMI  receives  J2,808  for  1989. 
Last  year  EFMI  provided  care  for  more  than 
250  indigent  people  at  a  cost  of  $4,770,  and  costs 
are  going  up. 

EFMI  depends  heavily  on  direct  contribu- 
tions by  individuals  and  organizations  to  malte 
up  the  deficit.  Ham  said.  But  many  efforts  to 
solicit  donations  through  letter-writing  cam- 
paigns have  literally  failed,  she  said.  Conse- 
quently, much  Ijne  and  effort  was  spent  last 
year  on  fund  raisers  such  as  raffles  and  yard 
sales. 

"The  fund-raising  is  l)econiing  more  and 
more  time  consuming,"  said  Ham.  "What  we 
need  is  for  people  to  respond  with  some  sup- 
port. We  welcome  outright  gifts  and  memorial 
gifts.  It's  a  tax-exempt  agency." 

Ham  said  that  in  1988  the  program  provided 
121  visits  to  physicians,  151  pharmacy  visits 


and  nine  visits  to  dentists.  It  also  provided 
transportation,  medical  supplies  and  lab  tests. 

She  said  she  felt  the  program  was  exception- 
al because  it  is  streamlined  with  no  red  tape  in- 
volved, which  prevents  taking  up  nurses'  valu- 
able time;  there  is  no  waiting  period  for  the  re- 
cipients; and  It  serves  as  a  preventative  meas- 
ure against  more  serious  and  costly  illness. 

"Also,  we  feel  that  when  people  are  111  and 
have  sick  family  members,  you  have  stress,  de- 
pression, anger  and  frustration,"  Ham  said.  "I 
feel  this  program  cuts  down  on  that.  It  supports 
family  cohesiveness." 

Ham  said  very  few  of  the  recipients  return 
for  more  aid. 

"Last  quarter,  out  of  69  people  who  came 
through  the  program,  five  came  back  twice  and 
one  came  back  three  times,"  Ham  said.  "As 
soon  as  they  are  a 
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The  ACCG  Policy 
Development  Process 

The  Association  County  Commissioners  of 
Georgia's  policy  committee  structure  facilitates  a 
coordinated  policy  development  process.  Through 
an  open  exchange  of  ideas  concerning  topics  of 
mutual  interest  to  county  governing  authorities  in 
Georgia,  the  Association  can  strengthen  its  voice 
in  the  federal  and  state  legislative  process. 

The  committee  structure  provides  a  forum  for 
members  who  want  to  participate  in  decision- 
making on  legislative  positions  which  the  Associa- 
tion establishes.  Also,  the  committee  format  allows 
ACCG  to  solicit  the  expertise  of  county  officials 
from  throughout  Georgia. 

ACCG  has  established  six  standing  policy  com- 
mittees to  work  on  the  issues  which  confront  coun- 
ty commissioners:  General  County  Government, 
Taxation  and  Finance,  Public  Safety,  Health  and 
Human  Services,  Natural  Resources  and  Environ- 
ment, and  Transportation.  Policy  committee  mem- 
bership is  comprised  of  commissioners  as  well  as 
other  elected  and  appointed  county  officials.  All 
member  counties  may  be  represented  by  one  or 
more  local  officials. 

Committee  appointments  are  made  by  the  presi- 
dent of  the  Association  shortly  after  the  ACCG  an- 
nual meeting  each  spring.  Policy  committees  set 
their  federal  and  state  issue  agendas  on  an  an- 
nual basis,  and  determine  the  frequency  of  com- 
mittee meetings  after  the  annual  agenda  has  been 
prepared.  » 

Policy  committees  of  the  Association  have  two 
primary  tasks:  First,  they  are  called  upon  to 
develop  recommendations  and  resolutions  which 
will  be  forwarded  to  the  entire  ACCG  membership 
as  proposed  Association  policy.  Their  second  task 
is  to  provide  an  educational  forum  for  ACCG  mem- 
bers. In  this  regard,  policy  committee  members 
have  an  opportunity  to  participate  in  comprehen- 
sive programs,  training  sessions  and  fact-finding 
tours.  These  efforts  are  undertaken  to  help  mem- 
bers understand  better  the  complexity  of  issues 
which  confront  them  in  their  respective  roles  as 
county  officials. 

The  policy  statements  that  follow  represent  the 
work  of  each  of  the  six  policy  committees  from  July 
30. 1987  to  the  present.  Approximately  320  county 
officials  took  part  in  committee  deliberations  this 
year.  Their  recommendations  were  adopted  by  the 
ACCG  membership  at  the  Legislative  Conference 
in  Atlanta  October  12  and  13.  □ 
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RESOLUTIONS  COMMITTEE 

John  Jeffreys,  Clarke  County 
Committee  Chairman 

Robert  W.  Wommack  Jr.,  Washington  County 

Conference/Committee  Parliamentarian 

Curtis  Brantley,  Ware  County 
Jesse  Brown,  Taliaferro  County 
Same  Brownlee,  Fulton  County 
Fred  DeLoach  Jr.,  Lowndes  County 
Bette  Grier,  Early  County 
Gene  Hobgood,  Cherokee  County 
Curtis  Jenkins,  Monroe  County 
Leroy  Johnson,  Coweta  County 
Manuel  Maloof,  DeKalb  County 
Shaw  McVeigh,  Glynn  County 
Connie  Meier,  Dougherty  County 
Frank  Moore,  Bartow  County 
G.B.  Moore  III,  Jones  County 
Walker  T.  Norman,  Lincoln  County 
Philip  L.  Secrist,  Cobb  County 

David  Perry,  Carroll  County 
Houston  Porter,  Houston  County 
Jack  Rowan,  Catoosa  County 

Curtis  Segars,  Hall  County 
Bud  Sosebee,  Rockdale  County 
Mike  Stewart,  Liberty  County 
Mac  Thornton  Jr.,  Elbert  County 
Kimball  A.  Warnock  Sr.,  Effingham  County 
Chester  Wilkerson,  Peach  County 
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HEALTH  AND  HUMAN  SERVICES 


Mounting  costs  for  health  programs  compounded  by  the  drug 
epidemic  and  the  related  problems  of  broken  families,  high-risk  in- 
fants and  AIDS,  are  exerting  continued  pressures  for  additional 
county  funding  at  a  time  of  scarce  local  resources. 

Health  and  human  service  programs  are  critical  to  our  com- 
munities' stability  and  economic  vitality,  and  Georgians  who  have 
"fallen  through  the  cracks"  of  existing  state  and  federal  programs 
are  looking  to  county  governments  for  help.  ACCG  believes  that 
the  partnership  between  the  federal,  state  and  local  governments 
for  these  functions  must  be  renewed  and  that  counties  should  be 
directly  included  in  decision-making  for  health  and  human  services 
at  the  local  level.  Against  this  backdrop,  ACCG  offers  the  follow- 
ing policy  positions: 

Indigent  Health  Care 

ACCG  commends  Governor  Harris  and  the  members  of  the 
General  Assembly  in  establishing  the  Access  to  Health  Care  Com- 
mission to  make  recommendations  for  comprehensive  statewide  solu- 
tions for  providing  health  care  to  medically  indigent  Georgians. 
The  cost  of  indigent  health  care  is  significant  in  many  counties 
since  county  and  other  locally  assisted  hospitals  serve  as  providers 
of  last  resort  for  those  with  no  other  medical  coverage.  The  Associa- 
tion, as  well  as  the  State  Health  Policy  Council  and  other  groups, 
has  called  for  such  a  body  for  several  years;  ACCG  pledges  full 
cooperation  with  the  commission. 

ACCG  recommends  that  a  valid  formula  be  used  to  establish  a 
uniform  statewide  standard  for  indigent  health  care.  It  is  suggested 
that  the  standard  be  determined  by  comparing  Georgia's  per  capita 
income  to  the  national  per  capita  income  and  then  determining 
a  percentage  to  be  used  to  apply  to  the  federal  poverty  level.  It 
is  further  recommended  that  the  Division  of  Family  and  Children 
Services  be  designated  as  the  agency  in  each  county  to  determine 
indigent  eligibility. 

Medicaid  Eligibility 

The  Association  believes  that  the  Medicaid  program,  the  federal- 
state  partnership  providing  health  care  for  the  disabled,  poor  and 
low-income  pregnant  women  and  children,  should  be  Georgia's  first 
line  of  response  to  the  indigent  health  care  crisis  since  federal  dollars 
match  state  contributions  on  an  almost  two  for  one  basis.  Therefore, 
ACCG  endorses  the  expansion  of  our  Medicaid  program  to  the  ex- 
tent allowable  under  federal  guidelines  in  order  to  provide  coverage 
for  all  potentially  eligible  Georgians  who  woidd  otherwise  be 
medically  indigent. 

County  Boards  of  Health  and 
Local  Health  Care  Planning 

ACCG  commends  the  Georgia  Department  of  Human  Resources 
(DHR)  in  establishing  education  programs  for  county  commissioners 
on  the  role  of  county  health  departments.  The  Association  believes 
that  county  governing  authorities  and  local  boards  of  health  have 
vital  roles  to  play  in  planning  for  the  needs  of  their  communities 
and  should  have  essential  information  aboqt  their  health  depart- 
ment's services,  along  with  others  in  their  health  district,  to  do  this. 

ACCG  therefore  reaffirms  its  commitment  to  working  with  the 
DHR  and  calls  for  the  development  of  regular  written  reports  from 
health  district  directors  to  local  boards  of  health  and  county  gover- 
ning authorities  describing  local  public  health  and  mental 
health/mental  retardation/substance  abuse  (MH/MR/SA)  programs, 
funding  matters,  client  fees  and  related  detail,  along  with  contrasting 
information  about  health  departments  in  other  counties  within  the 
health  district  and  information  on  sources  of  grants  or  other  fun- 
ding available  for  application.  The  Association  further  suggests  that 
consideration  be  given  to  establishing  district-wide  boards  of  health 
composed  of  the  chairmen  of  each  local  board  of  health  within  a 
health  district.  These  district-wide  boards  could  examine  the  needs 
of  their  region  for  public  health  and  MH/MR/SA  services  and  pro- 
vide advisory  information  to  individual  local  boards  of  health. 


Support  for  County  Health  Department  Programs 

The  state-county  pannership  providing  public  health  and  men- 
tal health,  mental  retardation  and  substance  abuse  (MH/MR/SA) 
programs  through  county  health  departments  has  served  many 
Georgians,  but  attention  must  be  given  to  the  strength  of  this  part- 
nership if  these  essential  services  are  to  continue  to  serve  all  those 
m  need. 

Grants-in-aid  to  counties  based  on  matching  formulas  are  the  basic 
building  blocks  of  the  state-local  partnership,  but  state  support  of 
these  has  not  increased  since  the  1970s  except  for  salary  raises  for 
health  department  staff.  As  a  result,  county  support  of  health  depart- 
ment programs  has  been  rapidly  increasing  and  corutitutes  a  signifi- 
cant portion  of  county  expenditures.  Therefore,  ACCG  supports 
the  equitable  distribution  of  grant-in-aid  funding  and  the  Depart- 
ment of  Human  Resources'  (DHR)  FY  91  budget  request  reflecting 
a  4  percent  increase  in  grant-in-aid  for  both  public  health  and 
MH/MR/SA  and  further  suggests  that  additional  funding  be 
appropriated. 

ACCG  also  supports  related  state  budget  requests  assisting  county 
health  department  services.  These  include,  but  are  not  limited  to, 
the  DHR's  request  for  247  Medicaid  Eligibility  Workers  to  screen 
clients  on-site;  $14.9-million  for  Community  Services  for  the  Men- 
tally Retarded;  $1.9-million  for  Adult  Health  Promotion  programs; 
$3 19,000  for  migrant  health  programs;  $299,000  for  TB  programs; 
$327,000  for  sexually  transmitted  disease  programs;  $1.8-million 
for  better  regulation  of  f>ersonal  care  homes  and  $345,000  for  other 
local  projects.  Similarly,  ACCG  supports  the  Depanment  of  Medical 
Assistance's  FY  91  improvement  request  for  $1.04-million  in  state 
funds  to  increase  the  reimbursement  rate  to  community  mental 
health  centers. 

Local  Family  and  Childrens' 
Services  (DP ACS)  Boards 

Welfare  and  social  service  programs  administered  through  local 
DFACS  Boards  provide  critical  assistance  for  many  Georgians,  and 
individual  county  contributions  augment  these  services.  Therefore, 
ACCG  supports  the  Department  of  Human  Resources'  FY  91  budget 
request  reflecting  a  4  percent  increase  in  state  grant-in-aid  to  these 
agencies. 

Rural  Health  Care 

ACCG  believes  that  the  availability  of  health  care  resources  in 
rural  areas  is  as  important  to  economic  development  as  other  in- 
frastructure and  commends  Governor  Harris  and  the  General 
Assembly  for  legislation  and  appropriations  to  recruit  doctors  into 
underserved  areas  and  to  assist  rural  hospitals.  More  work  remaitu 
to  be  done,  however.  Therefore,  the  Association  supports  full  im- 
plementation of  the  1988  recommendations  of  Governor  Harris's 
Rural  Hospital  Task  Force  and  further  suggests  legislation  be  enacted 
whereby  the  state  would  protect  health  care  providers  in  underserved 
areas  from  liability  claims  arising  in  the  normal  course  of  their  prac- 
tice in  order  to  attract  and  retain  their  services. 

ACCG  also  recommends  full  funding  of  the  Department  of 
Medical  Assistance's  91  budget  improvement  requests  increas- 
ing reimbursement  rates  for  hospital  services  and  to  disproportionate 
share  hospitals;  the  Department  of  Human  Resources'  FY  91  budget 
improvement  request  of  $478,000  to  attract  individuals  into  the 
public  health  profession,  as  well  as  the  State  Medical  Education 
Board's  request  of  $75,000  for  loans  under  the  Physicians  for  Rural 
Assistance  Act. 

Support  for  County  Emergency 
Medical  Service  Programs 

ACCG  commends  the  House  Motor  Vehicles  Committee  for 
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responding  to  the  call  of  the  Association  for  a  study  of  sources  of 
assistance  to  counties  in  financing  local  emergency  medical  services 
(EMS).  The  cost  of  EMS  is  typically  not  recaptured  by  fees  and  third 
party  reimbursements  in  areas  with  a  low  service  volume.  As  a  result, 
counties  finance  over  60  percent  of  these  critical  services.  T>ierefore, 
ACCG  supports  legislative  proposals  and  appropriations  for  EMS 
subsidies,  grants,  loan  programs  or  other  types  of  state  assistance. 

The  Association  also  recommends  funding  of  the  Department  of 
Medical  Assistance's  FY  91  budget  request  of  $314,CXX3  in  state  funds 
to  increase  the  Medicaid  reimbursement  rate  for  emergency  am- 
bulance transportation. 

Emergency  Medical  Technician 
Ambulance  Staffing 

ACCG  reaffirms  its  opposition  to  reducing,  either  by  rule  or 
legislation,  the  number  of  certified  emergency  medical  technicians 
(EMTs)  currently  required  on  county  ambulances,  both  to  ensure 
proper  care  to  citizens  and  to  contain  county  liability  for  the  quali- 
ty of  care  provided. 

The  Association  supports  increased  training  resources  for  EMTs 
and  commends  the  General  Assembly  in  passing  legislation  along 
with  the  efforts  of  the  Georgia  Department  of  Human  Resources 
to  help  county  governments  establish  appropriate  procedures  to 
enhance  the  quality  of  care  provided  by  EMTs  throughout  the  state. 

Hospital  Authority  Appointments 

The  Association  believes  it  to  be  highly  desirable  that  hospital 
authority  members  have  an  understanding  of  county  revenue 
resources  and  corwtraints  and  therefore  supports  revisions  to  ex.- 
isting  state  law  designating  the  commission  chairman  or  sole  com-" 
missioner  of  each  county,  or  his/her  representative,  as  a  member 
of  the  county  hospital  authority  on  single  county  authorities. 

Certificate  of  Need  Program 

ACCG  recognizes  that  the  health  care  industry  is  subject  to  com- 
plex interrelationships  affecting  the  supply,  cost,  quality,  availability 
and  accessibility  of  health  care  services.  The  Association  believes 
that  these  interrelationships  must  be  managed  to  ensure  that  viable 
health  care  facilities  are  available  where  they  are  needed  throughout 
the  state  at  a  reasonable  cost  to  health  care  consumers,  employers, 
it\surers  and  taxpayers.  Therefore,  ACCG  supports  a  strong  Cer- 
tificate of  Need  (CON)  program  in  keeping  with  these  objectives. 

Maternal  and  Infant  Health 

Recognizing  that  prenatal  care  is  our  only  weapon  against  the 
tragic  and  costly  problem  of  infant  mortality,  ACCG  believes  that 
adequate  resources  for  pregnant  women  and  children  should  receive 
high  priority.  Therefore,  the  Association  recommends  full  funding 
for  the  Department  of  Medical  Assistance  (DMA)  and  the  Depart- 
ment of  Human  Resources  (DHR)  FY  91  budget  improvement  re- 
quests in  support  of  programs  for  pregnant  women,  infants  and  young 
children. 

These  include  DMAs  proposal  to  expand  eligibility  under 
Medicaid  for  pregnant  women  and  infants  in  families  with  incorne 
to  150  percent  of  poverty  and  children  up  to  age  eight  in  families 
with  income  up  to  100  percent  of  poveny  ,  as  well  as  $1.445-million 
in  state  funds  for  Maternal  Support  Services  and  $1.5-million  to 
increase  reimbursements  for  childrens'  diagnostic  services  at  health 
depanments.  Full  suppon  for  related  DHR  budget  requests  for 
$6-milllon  will  expand  existing  services  and  place  perinatal  care 
systems  in  an  additional  ten  health  districts,  low  binh  weight  preven- 
tion programs  in  another  six  health  distticts,  obstettical  low<ost 
prenatal  and  delivery  programs  In  another  three  health  districts, 
as  well  as  provide  "Right  From  the  Start"  services  for  another  8,500 
children. 

Programs  for  Youth  at  Risk 

The  Association  is  concerned  about  the  problems  of  child  abuse, 
children  caught  in  a  cycle  of  family  poverty,  alcohol  and  drug  abuse, 


teen  pregnancy  and  juvenile  delinquency.  We  commend  Gover- 
nor Harris  and  the  General  Assembly  for  establishing  the  Com- 
mission on  Children  and  Youth  and  related  bodies  to  address  these 
critical  issues.  ACCG  is  committed  to  working  with  the  commis- 
sion on  appropriate  roles  for  county  .governments  in  efforts  targeted 
at  youth  at  risk  and  supports  funding  of  grants  to  communities  plan- 
ning local  programs  and  subsidies  or  other  forms  of  assistance  to 
counties  implementing  these. 

The  Association  believes  that  the  state  should  continue  its  strong 
role  in  protecting  our  youth,  and  supports  full  funding  for  the  Depart- 
ment of  Human  Resources'  (DHR)  FY  91  budget  improvement  re- 
quests aimed  at  responding  to  this  challenge.  These  Include 
$22-million  In  state  funds  for  Services  to  Severely  Emotionally 
Disturbed  Children  and  Adolescents;  $8.5-mlllion  for  Comprehen- 
sive Adolescent  Health  and  Substance  Abuse  Services  that  will  In- 
clude linkages  between  health  departments  and  schools  targeting 
youthful  drug  Involvement  as  well  as  specialized  residential  treat- 
ment programs  at  five  sites;  $9.4-million  to  expand  Protection  and 
Placement  Services  for  abused  and  neglected  children  statewide  in- 
cluding the  CASA  program,  and  $13.4-million  to  expand  programs 
within  the  Division  of  Family  and  Children's  Services  to  break  the 
cycle  of  poverty  in  families.  ACCG  also  supports  the  Council  of 
Juvenile  Court  Judges'  FY  91  request  for  $1-  million  to  expand  the 
Permanent  Homes  for  Children  program. 

Alcohol  and  Drug  Abuse  Prevention 
and  Treatment 

The  drug  epidemic  is  both  a  human  tragedy  and  a  major  factor 
in  mounting  county  costs  and  property  tax  bills  for  virtually  every 
program  including  law  enforcement,  the  jails,  health  care  and  men- 
tal health  and  social  services.  ACCG  commends  Governor  Harris 
in  establishing  the  Commission  on  Drug  Awareness  and  Preven- 
tion and  pledges  its  full  cooperation  with  the  work  of  this  body. 
The  Association  further  supports  legislative  proposals  for  grants, 
subsidies  and  other  forms  of  assistance  to  counties  voluntarily  im- 
plementing local  programs  to  combat  drugs. 

ACCG  believes  that  the  state  should  take  a  strong  role  in  preven- 
ting and  treating  substance  abuse  and  supports  the  Department  of 
Human  Resources'  (DHR)  FY  91  budget  request  for  $3.1  million 
for  Community  Alcohol  and  Drug  Abuse  Services  to  include  special 
programs  aimed  at  rehabilitating  drug-using  women  who  are  preg- 
nant and/or  have  young  children. 

Acquired  Immune  Deficiency  Syndrome  (AIDS) 

ACCG  reaffirms  its  position  that  AIDS  is  a  human  tragedy  and 
calls  for  proper  health  policies  at  all  levels,  sound  education  for 
all  Americans,  and  appropriate  individual  behavior  to  prevent 
transmission  of  this  disease.  The  Association  endorses  the  AIDS 
Five-Year  Plan  adopted  by  the  Department  of  Human  Resources 
(DHR)  and  recommends  funding  for  the  DHR's  FY  91  budget  im- 
provement request  of  $3.5-million  for  statewide  AIDS  Prevention 
and  Management  Programs  which  includes  increased  funding  for 
Grady's  Pediatric  AIDS  Clinic,  as  well  as  those  requests  for  other 
programs  aimed  at  preventing  the  linked  problem  of  drug  abuse. 
ACCG  also  supports  the  Department  of  Medical  Assistance's  FY 
91  budget  request  for  an  AIDS  waiver  for  Medicaid  coverage  for 
children  with  AIDS  who  might  otherwise  be  indigent. 

ACCG  does  not  support  mandatory  AIDS  testing  programs  for 
the  general  public  since  the  cost  of  this  effort  would  far  outweigh 
any  benefit  that  could  result. 

Aging  Georgians 

The  Association  is  concerned  for  many  of  our  senior  citizens,  who 
under  federal  OBRA  requirements  may  no  longer  qualify  for  care 
in  most  nursing  homes,  and  supports  full  funding  through  the 
Department  of  Medical  Assistance  (DMA)  for  compliance  with  the 
OBRA  law.  ACCG  also  commends  the  work  of  the  Senate  Com- 
munity Care  Committee  and  supports  the  Department  of  Human 
Resources'  FY  91  improvement  request  of  $11.6  million  in  state 
funds  for  Community  Care  Services  through  local  DFACs  boards 
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and  Area  Agencies  on  Aging,  as  well  those  for  other  programs  for 
older  Georgians.  Similarly,  ACCG  supports  DMAs  request  to  in- 
crease Medicaid  reimbursements  to  community  care  providers  and 
revisions  in  physician  Medicare  reimbursement  procedures  to  en- 
sure timely  and  appropriate  payment. 

Housing  Trust  Fund 

The  Association  supports  the  concept  of  a  Housing  Trust  Fund 
available  to  counties  seeking  to  remedy  local  housing  problems,  but 
is  opposed  to  dedicating  locally  raised  revenues  on  a  mandatory  basis, 
including  the  real  estate  transfer  tax,  to  support  it.  Therefore,  the 
Association  supports  GRFA's  FY  90  supplemental  budget  request  of 
$3-million  and  FY  91  request  of  $7-million  both  to  implement  the 
tnist  fund  and  to  provide  state  matching  dollars  for  McKinney  Act 
grants  for  homeless  assistance  using  General  Treasury  dollars. 


Homeless  Support  and  Intervention 

ACCXj  acknowledges  that  homelessness  constitutes  a  human  crisis 
and  commends  Governor  Harris  and  the  Georgia  Residential  Finance 
Authority  (GRFA)  for  establishing  the  Interagency  Council  on  the 
Homeless  as  well  as  undertaking  related  efforts  to  respond  to  this 
challenge. 

Recognizing  that  mental  illness  is  associated  with  homelessness, 
ACCG  also  supports  the  Department  of  Human  Resources'  (DHR) 
FY  91  budget  improvement  request  of  $29.4  million  and  the  Depart- 
ment of  Medical  Assistance's  related  request  for  Comprehensive  Ser- 
vices for  the  Chronically  Mentally  III  to  expand  existing  programs 
and  implement  services  in  another  15  counties.  Similarly,  the  AssiKia- 
tion  supports  the  DHR's  FY  91  improvement  request  of  $1 .9-million 
to  support  a  range  of  other  programs  for  the  homeless. 
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Senator  Sdward  Vcmcdy 


STATEMENT  OF  SENATOR  EDWARD  M.  KENNEDY 
ON  THE  HEALTH  CARE  CRISIS  IN  AMERICA 

December  6,  1989 


Health  care  should  be  a  basic  right  for  all,  not  just  an 
expensive  privilege  for  the  few.    My  family  has  been  fortunate  in 
being  able  to  obtain  the  best  in  health  care,  and  it  ought  to  be 
available  to  every  family. 

But  today  we  face  a  crisis  in  the  health  care  system  that 
threatens  the  well-being  of  every  American  family  in  communities 
around  the  nation.    Health  care  is  the  fastest  growing  failing 
business  in  America.     The  challenge  is  more  serious  than  at  any 
time  since  the  enactment  of  Medicare  in  1965,  and  no  one  is 
immune — young  or  old,  rich  or  poor,  city  or  farm,  insured  or 
uninsured . 

The  challenge  we  face  involves  four  central  problems.  Each 
one  of  them  is  serious,  and  together  they  constitute  a  health 
care  crisis  of  unprecedented  dimensions.    There  are  too  many 
uninsured  and  underinsured  Americans;  there  is  not  enough  long 
term  care  for  senior  citizens  and  the  disabled;  health  care  costs 
are  escalating  out  of  control;  and  essential  health  care 
facilities  in  every  part  of  the  country  are  overburdened  to  the 
point  of  collapse. 

The  growing  nvimber  of  the  uninsured  is  unacceptable.  In 
1979,  twenty-nine  million  Americans  were  uninsured.    Today,  the 
number  is  37  million,  and  it  is  increasing  eveiry  year.  Sixty 
million  Americans  have  health  insurance  that  even  the  Reagan 
Administration  said  was  inadecpiate.    Altogether,  there  are  almost 
one  hundred  million  Americans  who  do  not  have  the  protection  they 
need  and  deserve — more  than  one-third  of  the  nation.    The  sad 
fact  is  that  half  of  all  Americans  hounded  by  collection  agencies 
every  year  are  in  debt  because  they  have  medical  bills  they 
can  not  pay.     Even  those  who  are  adequately  insured  today  may  be 
at  risk  tomorrow — if  their  employer  drops  coverage,  or  if  the 
family  breadwinner  changes  jobs  or  loses  a  job. 

Two-thirds  of  the  uninsured  are  workers  or  dependents  of 
workers.     They  deserve  health  insurance  on  the  job  but  they  can't 
get  it  at  an  affordable  price,  because  their  employers  don't 
offer  it.    One-third  of  the  uninsured  are  unemployed.  They 
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deserve  a  helping  hand  from  government,  so  that  no  American  is 
denied  the  fundcunental  right  to  health  care. 

One  of  the  most  troubling  aspects  of  the  current  crisis  is 
the  devastating  impact  on  children.     In  my  view,  every  child  in 
America  deserves  a  healthy  start  in  life.     But  too  many  fail  to 
get  it  because  their  parents  can't  afford  it  and  society  won't 
provide  it. 

— One  in  every  five  children  in  America  today — 12  million 
children  in  all — have  no  health  insurance  coverage. 

— Forty  percent  of  poor  children — more  than  five  million 
children  below  the  poverty  line — have  no  coverage. 

— Two  out  of  three  pregnant  women  who  are  uninsured  do  not 
get  the  low  cost,  effective  prenatal  care  their  babies  need. 
Because  of  this  neglect  too  many  infants  do  not  even  survive  the 
first  year  of  life.    America  ranks  a  shameful  19th,  behind 
eighteen  other  nations  in  infant  mortatlity — behind  Japan, 
Sweden,  Finland,  Switzerland,  Canada,  the  Netherlands,  France, 
Denmark,  West  Germany,  Norway,  East  Germany,  Spain,  Australia, 
the  United  Kingdom,  Belgium,  Italy,  Austria  and  New  Zealand. 

— Forty  percent  of  children  do  not  receive  the  basic 
childhood  vaccinations  that  are  the  first  line  of  defense  against 
serious  diseases. 

— A  quarter  of  all  children  have  no  physician.     The  only 
family  doctor  they  know  is  the  hospital  emergency  room. 

America's  children  are  the  innocent  victims  of  health  care 
crisis  and  that  means  America  is  the  victim  too — because  our 
children  are  our  future. 

Senior  citizens  face  a  crisis  too.     They  have  worked  hard 
all  their  lives  to  earn  a  secure  retirement,  but  their  golden 
years  are  threatened  by  the  high  cost  of  long  term  care.    A  main 
reason  why  the  catastrophic  insurance  program  turned  into  a 
public  policy  catastrophe  is  that  it  failed  to  provide  the 
protection  senior  citizens  need  most — affordable  long  term  care. 

Three  million  severely  disabled  elderly  Americans  need  home 
care  or  nursing  home  care  today.    Forty  to  fifty  percent  of  all 
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senior  citizens  alive  today  will  need  nursing  home  care  at  some 
point  in  the  future. 

Long  term  care  is  not  just  a  problem  for  the  elderly — it  is 
a  major  burden  for  their  sons  and  daughters  as  well.  Few 
families  are  prepared — either  financially  or  emotionally — to  take 
full  responsibility  for  meeting  the  challenges  of  providing 
long  term  care  for  parents  who  need  it.     These  families  deserve 
our  help. 

The  soaring  cost  of  health  care  and  the  unfair  way  we 
finance  it  are  placing  a  heavy  additional  burden  on  the  system. 
The  national  bill  for  health  care  today  is  $500  billion — double 
what  it  was  in  1980.     Health  costs  are  rising  twice  as  fast  as 
wages,  and  the  costs  for  business  have  become  a  flash  point  for 
both  management  and  labor,  who  face  a  difficult  choice  between 
cutting  back  health  coverage  or  reducing  wages  or  profits . 

Small  businesses  are  victimized  the  most.     They  pay  twenty 
to  thirty-five  percent  more  than  large  firms  for  identical 
coverage.      American  corporations  struggling  to  compete  in  world 
markets  must  bear  health  costs  forty  percent  higher  per  capita 
than  in  Canada,  ninety  percent  higher  than  in  West  Germany,  and 
twice  as  high  as  in  Japan. 

These  factors  are  contributing  in  turn  to  the  increasing 
collapse  of  critical  health  care  facilities  in  all  parts  of  the 
country.     Every  private  emergency  room  in  Los  Angeles  that 
qualifies  as  a  trauma  center  has  closed  its  doors,  because  it  can 
no  longer  afford  to  care  for  the  most  seriously  injured  accident 
victims .     Public  hospitals  in  New  York  City  have  three  day  waits 
to  get  into  their  emergency  rooms.    More  than  a  third  of  rural 
hospitals  are  operating  at  a  loss.     Forty  percent  of  all 
hospitals  have  safety  deficiencies. 

In  addition  to  these  four  basic  aspects  of  the  crisis,  drug 
abuse  and  AIDS  are  major  complicating  factors.     The  drug  epidemic 
is  creating  a  nationwide  demand  for  treatment  services  and  is 
exacerbating  infant  mortality.     Hospi^-.als  in  California  are 
spending  an  additional  $500  million  to  one  billion  dollars  a  year 
to  care  for  the  stricken  infants  of  drug  dependent  mothers. 

The  nation  that  spent  $1  billion  to  care  for  people  with 
AIDS  in  1986  will  be  spending  $2.9  billion  this  year  and  $8.5 
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billion  in  1991.     In  some  urban  hospitals,  beds  are  already 
filled  with  AIDS  babies  and  abandoned  infants  of  drug  abusers. 

Realistic  answers  are  available  to  stop  this  senseless  slide 
and  reform  our  health  care  system.    The  question  is  whether  we 
have  the  political  will  to  do  so  now,  when  reasonable  remedies 
can  make  the  difference,  or  whether  we  will  wait  until  the 
current  crisis  becomes  catastrophic  and  more  drastic  surgery  is 
required.     The  cancer  analogy  is  obvious.     The  longer  we  wait  to 
deal  with  the  disease,  the  more  the  infection  spreads  and  the 
more  difficult  the  cure  becomes. 

In  my  view,  we  should  take  four  major  steps  as  soon  as 
possible. 

First,  we  should  require  businesses  to  provide  private,  job- 
based  insurance  to  all  their  employees.    Most  workers  already  get 
their  insurance  on  their  job;  all  businesses  should  provide  it. 
It  has  been  more  than  half  a  century  since  the  nation  decided 
that  employers  should  be  required  to  pay  a  minimum  wage,  to 
provide  unemployment  insurance  and  to  participate  in  Social 
Security.    As  we  enter  the  1990's,  the  time  is  long  overdue  to 
require  health  insurance  as  well. 

Requiring  job-based  health  insurance  is  not  unfair  to 
business.     The  majority  of  businesses  already  do  the  right  thing 
and  insure  their  workers — and  they  are  at  a  competitive 
disadvantage  for  doing  so.    They  pay  more  for  health  care, 
because  others  pay  less. 

Second,  we  need  to  provide  a  public  insurance  program 
analogous  to  Medicaid  for  those  who  cannot  get  health  insurance 
through  a  job.     Premiums  should  be  based  on  ability  to  pay.  No 
American  should  be  denied  the  fundamental  human  right  to  health 
care  because  they  are  iinemployed. 

Third,  senior  citizens  and  the  disabled  deserve  the  same 
affordable  protection  against  the  cost  of  long  term  care  that 
Medicare  provides  against  the  cost  of  doctor  and  hospital  care. 
No  family  should  be  reduced  to  poverty  and  no  family  nest  egg 
should  be  wiped  out  by  the  cost  of  long  term  care, . 

Medicare  was  the  health  issue  for  senior  citizens  in  the 
1960 's — and  long  term  care  is  the  health  issue  for  senior 
citizens  in  the  1990's. 
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There  are  some  who  say  that  we  cannot  afford  these  steps  to 
protect  all  our  people.     I  say  that  we  cannot  afford  to  ignore 
this  crisis. 

According  to  the  non-partisan  Congressional  Budget  Office, 
private  insurance  for  workers  and  public  coverage  for  the 
unemployed  will  add  $3.1  billion  to  Federal  spending  the  year  it 
is  effective.     That  amount  can  be  accommodated  within  the  regular 
budget  process  without  any  special  source  of  new  revenues. 

Long  term  care  is  more  costly  and  will  require  new  revenues. 
The  Congressional  Budget  Office  estimates  that  approximately  $21 
billion  a  year  in  additional  Federal  expenditures  will  be  needed. 
A  realistic  means  of  financing  the  program  is  to  lift  the  $50,000 
cap  on  wages  s;ibject  to  existing  Social  Security  and  Medicare 
payroll  taxes.     The  current  cap  is  regressive  and  unfair.  The 
wealthiest  five  per  cent  of  employees — those  earning  more  than 
$50,000  a  year — pay  a  lower  proportion  of  their  income  to  finance 
these  programs  than  all  other  workers.     Lifting  this  cap  would 
raise  more  than  $40  billion  a  year,  more  than  enough  to  finance 
long  term  care.     The  additional  revenues  could  be  used  to  reduce 
the  level  of  the  current  payroll  taxes. 

The  $21  billion  cost  of  long  term  care  should  be  viewed  in 
perspective  of  the  current  revenue  gained  by  the  Social  Security 
and  Medicare  payroll  taxes — $330  billion  a  year.     Long  term  care 
is  affordable  as  part  of  Social  Security  and  Medicare,  and  it  can 
be  financed  in  a  way  that  makes  these  taxes  fairer  to  all 
Americans . 

Those  who  object  to  the  costs  of  these  programs  ignore  one 
fundamental  fact:    We  pay  for  health  care  and  long  term  care 
anyway,  but  we  pay  for  them  in  cruel  and  irrational  ways — by 
taxing  the  sick  for  their  illness,  by  putting  people  in  hospitals 
who  could  have  been  cared  for  in  a  doctor's  office,  by  forcing 
senior  citizens  who  want  to  remain  at  home  into  expensive  nursing 
homes,  and  by  condemning  many  of  our  children  to. early  deaths  or 
lives  of  disability. 

Enactment  of  these  three  inter-related  programs  is  the  most 
effective  step  we  can  take  to  improve  our  health  care  system  and 
to  bring  health  care  costs  under  control.     Early  outpatient  care 
will  reduce  the  need  for  expensive  hospitalization.    Home  care 
will  reduce  the  need  for  expensive  nursing  home  care.  Broad- 
based  health  insurance  for  all  workers  will  cut  health  cost  for 
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businesses  that  already  provide  it  by  as  much  as  thirty  percent. 
Reform  of  the  insurance  market  will  cut  small  business 's  costs  by 
twenty-five  percent.     These  savings  will  be  immediate  and  by 
encouraging  cost-effective  systems  of  managed  care  and  reducing 
unnecessary  care,  we  can  lay  the  foundation  for  additional  cost- 
saving  reforms  in  the  longer  term. 

I  have  already  introduced  legislation  to  achieve  these 
goals.     In  these  hearings  this  week  across  the  country,  I  am 
exploring  the  crisis  as  it  affects  diverse  communities, 
discussing  solutions,  and  attempting  to  build  support  for  the 
changes  we  need. 

According  to  a  Gallup  poll,  eighty  percent  of  the  American 
people  support  \iniversal  health  insurance  along  the  lines  I  have 
proposed.     The  Heritage  Foundation  has  endorsed  a  version  of 
universal  health  care,  and  the  American  Medical  Association  now 
supports  a  plan  like  the  one  I  favor.     Similar  majorities  favor 
universal  long  term  care  insurance  built  on  the  model  of  Medicare 
and  Social  Security.     Senate  Majority  Leader  George  Mitchell  and 
House  Speaker  Tom  Foley  have  placed  health  insursmce  at  the  top 
of  the  Congressional  priority  list  for  1990. 

I  do  not  underestimate  the  difficulty  of  the  task  ahead. 
Powerful  vested  interests  oppose  the  basic  changes  that  are 
needed.     But  if  Congress  understands  the  problem  and  listens  to 
the  people,  I  believe  we  can  succeed. 

Nothing  is  written  in  concrete.     I  look  forward  to  working 
with  leaders  in  Congress,  in  the  Administration,  and  around  the 
country  to  achieve  the  broad-based  support  we  need.    The  only 
thing  that  is  unacceptable  is  to  do  nothing. 
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BACKGROUND  ON  AMERICA'S  HEALTH  CARE  CRISIS 


The  health  care  crisis  facing  the  nation  consists  of  four 
principal  elements : 

1.  The  large  and  growing  number  of  \ininsured  and  underinsured 
Americans ; 

2.  The  lack  of  affordable  long  term  care  insurance  for  senior 
citizens  and  the  disabled; 

3.  The  excessive  burden  of  health  care  costs  on  businesses  and 
workers ;  and 

4.  The  failing  financial  condition  of  large  numbers  of 
hospitals  and  other  institutions  that  provide  essential  health 
services  to  millions  of  Americans. 

In  addition,  the  health  care  crisis  is  affected  by  the 
problems  of  drug  abuse  and  AIDS.     These  two  epidemics  present 
serious  health  issues  in  their  own  right,  but  they  also 
exacerbate  each  of  the  four  elements  noted  above. 


I.     THE  UNINSURED  AND  THE  UNDERINSURED 

According  to  the  Census  Bureau,  more  than  37  million 
Americans  have  no  health  insurance  coverage,  either  public  or 
private.     This  number  has  grown  rapidly  during  the  1980 's — from 
less  than  30  million  in  1979  to  37  million  today. 

The  risk  of  becoming  uninsured  faces  Americans  of  all  ages 
and  all  economic  levels .     It  is  a  problem  for  workers  and  non- 
workers  alike. 

Two-thirds  of  the  uninsured — 23  million — are  workers  or 
dependents  of  workers . 

One  third  of  the  uninsured — 12  million — are  children. 

Six  h\indred  thousand  uninsured  pregnant  women  give  birth 
annually. 

3.6  million  disabled  Americans  are  uninsured. 
Eleven  million  uninsured  live  in  poverty. 

Fifteen  million  uninsured  have  incomes  that  exceed  twice  the 
poveirty  level . 
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Seven  million  Americans  who  are  insured  would  be  deemed 
"medically  uninsurable"  by  insurance  companies  if  they  lost  their 
coverage  for  any  reason. 

Forty-eight  per  cent  of  the  working  uninsured  are  employed 
by  small  businesses  with  fewer  than  26  employees  (30  per  cent  of 
the  total  work  force  is  employed  by  such  businesses). 

Twenty-three  per  cent  of  the  working  uninsured  are  employed 
by  businesses  with  more  than  1,000  employees  (38  per  cent  of  the 
total  work  force  is  employed  by  such  businesses ) . 

According  to  the  Department  of  Health  and  Human  Services,  60 
million  insured  Americans  have  insurance  that  could  prove 
inadequate  in  the  event  of  serious  illness . 

According  to  surveys  by  the  Robert  Wood  Johnson  Foundation, 
one  million  Americans  seek  health  care  annually  but  are  turned 
away  because  they  cannot  pay.    Another  fourteen  million  do  not 
even  look  for  care  that  they  feel  they  need,  because  they  know 
they  cannot  afford  it. 

Each  year,  according  to  the  Department  of  Health  and  Human 
Services,  2.4  million  families  experience  catastrophic  out-of- 
pocket  health  care  costs  in  excess  of  $3,000  that  insurance  does 
not  cover. 

Two-thirds  of  the  uninsured  with  serious  health  symptoms 
(such  as  spontaneous  bleeding,  loss  of  consciousness,  unexplained 
weight  loss)  do  not  see  a  doctor  for  these  symptoms. 

The  uninsured  make  forty  per  cent  fewer  physician  visits 
than  the  insured;  they  are  hospitalized  19  per  cent  less  often, 
even  though  their  average  health  is  poorer. 

A  study  in  Washington,  D.C.,  found  that  forty  per  cent  of 
hospital  admissions  of  uninsured  patients  (excluding  obstetrics 
and  travima  cases )  could  be  avoided  if  primary  care  were 
available . 

Sixty- three  per  cent  of  uninsured  pregnant  women  fail  to 
obtain  adequate  pre-natal  care  and  contribute  to  the  nations 's 
high  infant  mortality.    At  10.4  deaths  per  thousand  babies  in  the 
first  year  of  life,  the  United  States  has  a  higher  infant 
mortality  rate  than  nineteen  other  countries:    Japan;  Sweden; 
Finland;  Switzerland;  Canada;  Ireland;  the  Netherlands;  France; 
Denmark;  West  Germany;  Norway;  East  Germany;  Spain;  Australia; 
the  United  Kingdom;  Belgium;  Italy;  Austria;  and  New  Zealand. 
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II.     THE  LACK  OF  LONG-TERM  CARE 

2.9  million  senior  citizens  are  "severely  disabled"  and  in 
need  of  long-term  care,  because  they  suffer  from  disabilities 
that  require  assistance  to  perform  daily  activities  such  as 
dressing,  bathing,  going  to  the  bathroom,  or  eating. 

1 . 3  million  of  these  severely  disabled  elderly  citizens 
reside  in  nursing  homes  today. 

The  other  1 . 6  million  disabled  elderly  are  struggling  to 
survive  in  their  own  homes,  in  their  children's  homes,  or  in 
other  community  settings . 

One  million  additional  individuals  under  age  65  have 
comparable  levels  of  disability. 

As  AIDS  becomes  a  chronic  illness,  hundreds  of  thousands  of 
young  Americans  will  join  the  other  severely  disabled  in  need  of 
long-term  care. 

According  to  a  study  by  the  Brookings  Institution,  forty  per 
cent  of  today's  senior  citizens  will  be  admitted  to  a  nursing 
home  at  some  point  in  their  lives . 

The  number  of  persons  85  and  older,  the  group  at  highest 
risk  for  long-term  care,  will  increase  five-fold  over  the  next 
forty  years,  from  2.5  million  to  12  million. 

Without  insurance  coverage,  long-term  care  is  unaffordable 
for  the  vast  majority  of  Americans.     A  recent  study  for  the  House 
Aging  Committee  found  that: 

— One-third  of  elderly  couples  and  50  per  cent  of 

single  senior  citizens  would  be  impoverished  after  26 
weeks  of  nursing  home  care; 

— 50  per  cent  of  elderly  couples  and  two  thirds  of 
single  senior  citizens  would  be  impoverished  after  a 
year  of  such  care;  and 

— One-third  of  elderly  couples  and  sixty  per  cent  of 
single  senior  citizens  would  be  impoverished  after  a 
year  of  home  care. 

The  cost  of  nursing  home  care  averages  $71  per  day  ($26,000 
a  year),  and  exceeds  $100  a  day  in  cases  requiring  intensive 
services . 

Home  care  for  a  patient  with  Alzheimer's  Disease  care  can 
exceed  $14,000  a  year. 
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Only  4  percent  of  the  elderly  have  long-term  care  insurance. 
A  Pepper  Commission  staff  analysis  concludes  that  only  seven 
percent  of  the  elderly  can  afford  private  long-term  care 
insurance.    A  Brookings  Instititution  study  concludes  that 
private  long-term  care  insurance  is  too  expensive  for  most  of  the 
elderly.     Forty- three  per  cent  of  the  disabled  elderly  have 
incomes  of  less  than  $9,000  per  year. 

Long-term  care  insurance  for  a  seventy-nine  year  old  would 

cost  an  estimated  $3000  a  year. 

Private  long-term  care  insurance  is  more  expensive  than 
coverage  under  a  government  program.    Under  private  Medigap 
coverage,  40  cents  of  the  premium  dollar  is  used  to  pay  the 
insurance  company's  costs  and  profits;    under  Medicare, 
administrative  costs  are  only  two  to  three  per  cent. 


III.  RISING  COSTS  OF  HEALTH  CARE 

Between  1980  and  1987,  nationwide  expenditures  for  health 
care  doubled,  from  $248  billion  to  $500  billion.     The  average 
annual  increase  was  10.5  per  cent,  more  than  twice  the  increase 
in  wages.     Per  capita  costs  rose  from  $1,054  to  $1,987  a  year. 

The  share  of  GNP  spent  on  health  was  11.1  per  cent  in  1987, 
the  highest  in  the  world.     The  United  States  spends  40  per  cent 
more  per  capita  on  health  care  than  Canada,  90  per  cent  more  than 
West  Germany,  and  100  per  cent  more  than  Japan. 

Health  care  costs  paid  by  business  are  94  per  cent  of  after- 
tax profits . 

Businesses  are  shifting  costs  to  workers  in  the  form  of 
higher  premiums ,  higher  deductibles ,  and  higher  co-payments .  A 
recent  survey  by  the  Bureau  of  National  Affairs  found  that  51  per 
cent  of  employers  who  require  workers  to  contribute  to  health 
insurance  premiums  will  seek  to  raise  the  contribution  next  year. 
Forty-one  per  cent  of  employers  intend  to  raise  deductibles. 

Health  costs  are  undermining  the  competitive  position  of 
American  corporations.     For  example,  Chrysler  Corporation  faces  a 
built-in  cost  disadvantage  compared  to  foreign  firms  of  $300  to 
$500  per  car  because  of  higher  U.S.  health  care  costs. 


IV.     FAILING  FINANCIAL  CONDITION  OF  HEALTH  INSTITUTIONS 

One-third  of  rural  hospitals  are  operating  at  a  loss. 

One  hundred  urban  hospitals  (most  of  which  are  public 
hospitals)  provide  40  per  cent  of  the  total  charity  care  in  the 
nation . 


219 


Half  of  all  public  nospitals  are  operating  at  a  deficit,  and 
the  average  deficit  exceeds  $11  million. 

Thirteen  out  of  eighteen  private  hospitals  in  Los  Angeles 
County  have  dropped  out  of  the  coiinty's  trauma  care  system — 
because  emergency  room  patients  suffering  severe  trauma  are 
frequently  uninsured.    As  a  result,  the  burden  of  trauma  care  for 
the  county's  eight  million  citizens  now  falls  entirely  on  14 
public  hospitals . 

According  to  the  Joint  Commission  on  Accreditation  of 
Hospitals,  40  per  cent  of  the  nation's  hospitals  do  not  meet 
basic  health  and  safety  standards,  largely  because  of  inadequate 
financial  resources. 


V.     THE  ROLE  OF  AIDS  AND  DRUG  ABUSE 

Hospitals  on  the  front  lines  of  the  drugs  and  AIDS  epidemics 
are  particularly  hard-pressed.     Four  per  cent  of  the  nation's 
hospitals  care  for  more  than  half  of  all  AIDS  patients.  People 
with  AIDS  are  nearly  3  times  less  likely  to  have  private  health 
insurance  coverage  than  other  Americans . 

Some  public  hospitals  in  New  York  City  hard  hit  by  the  AIDS 
and  drugs  epidemics  have  a  three-day  wait  to  get  into  their 
emergency  rooms . 

112,000  Americans  have  been  diagnosed  with  AIDS,  and  69,000 
have  died--more  than  the  number  of  Americans  killed  in  the 
Vietnam  war. 

During  the  next  eighteen  months,  100,000  more  Americans  will 
be  diagnosed  with  AIDS. 

1 . 5  million  Americans  are  probably  now  infected  with  the 
AIDS  virus . 

In  1986,  the  cost  of  caring  for  people  with  AIDS  was  $1 
billion.     Today,  it  is  $2.6  billion.     By  1991,  the  cost  will  be 
$8.5  billion. 

Fifteen  million  Americans  have  used  an  illegal  drug  in  the 
last  month.    According  to  the  National  Institute  for  Drug  Abuse, 
four  to  six  million  Americans  are  addicted  enough  to  drugs  to 
require  treatment.     But  enough  drug  treatment  resources  are 
available  to  treat  only  one  in  five  addicts  annually.  Spending 
per  addict  treated  has  declined  40  per  cent  in  real  terms  since 
the  1970's. 
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375,000  women  giving  birth  each  year  have  used  illegal  drugs 
during  pregnancy.     Their  infants  are  at  high  risk  of  premature 
death,  severe  birth  defects,  high  neo-natal  care  needs,  and  long- 
term  learning  disabilities. 

The  cost  of  caring  for  such  infants  will  be  $500  million  to 
$1  billion  a  year  in  California  alone.  Eighteen  per  cent  of  the 
infants  will  be  premature  babies  with  severe  complications,  at  a 
cost  of  $135,000  a  child  for  hospital  care. 

Two-thirds  of  hospitals  serving  large  numbers  of  drug- 
addicted  expectant  mothers  did  not  know  of  a  place  to  refer  these 
women  for  drug  abuse  treatment. 
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LEGISLATION  INTRODUCED  BY  SENATOR  KENNEDY 
ON  THE  HEALTH  CARE  CRISIS 


I.     THE  BASIC  HEALTH  BENEFITS  FOR  ALL  AMERICANS  ACT  (S.  768  / 
H.R.  1845) 

All  employers  must  provide  a  basic  package  of  private  health 
insurance  benefits  to  full-time  employees  and  their  dependents. 
A  phased-in  public  program  is  established  to  provide  coverage  to 
all  other  uninsured  Americans  by  the  year  2000. 

PRIVATE  JOB-BASED  INSURANCE  FOR  WORKERS 

Employees  working  17.5  hours  a  week  or  more  and  their 
dependents  are  required  to  be  covered.    The  employer  must  pay  at 
least  80  per  cent  of  the  premium,  except  for  low  wage  workers, 
where  the  employer  pays  100  per  cent.    For  employees  working 
between  17.5  and  25  hours  per  week,  the  employer  share  of  the 
premiiim  is  reduced  in  proportion  to  hours  worked.    Two-thirds  of 
the  currently  uninsured  (23  million  people)  will  be  covered  by 
the  job-based  plan. 

Benefits  required  to  be  provided  include  all  medically 
necessary  hospital  care,  physician  care,  diagnostic  tests,  pre- 
natal and  well-baby  care,  and  a  limited  mental  health  benefit. 
No  exclusions  from  coverage  because  of  pre-existing  conditions 
are  permitted.    Deductibles  may  not  exceed  $250  per  individual 
and  $500  per  family;  co-payments  cannot  exceed  20  per  cent.  Each 
policy  must  include  a  catastrophic  cap  on  out-of-pocket'  expenses 
for  covered  services  of  no  more  than  $3,000. 

To  promote  flexibility  in  benefit  design  and  minimize 
interference  with  existing  employment-based  coverage,  employers 
may  siibstitute  alternative  benefit  packages,  cost-sharing,  and 
premium  shares,  as  long  as  the  package  is  actuarially  equivalent 
to  the  statutory  plan  and  the  basic  required  benefits  are 
included . 

PUBLIC  INSURANCE  FOR  OTHERS 

The  public  plan  offers  coverage  to  all  Americans  \rho  cannot 
obtain  it  through  a  job-based  plan  or  an  existing  public  program. 
A  joint  Federal-State  program  is  created  with  Federal  matching 
funds  based  on  the  existing  Medicaid  program.    Premiums  will  be 
set  according  to  ability  to  pay.    The  public  plan  will  also 
subsidize  co-payments  and  deductibles  and  the  employee  share  of 
the  premium  for  low  income  vrorkers.    Benefits  are  identical  to 
those  required  under  job-based  plans. 

Because  of  current  budget  pressures,  the  public  plan  is 
phased  in.    Beginning  on  the  effective  date  of  the  bill,  4 
million  children  and  pregnant  women  below  185  per  cent  of  the 
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poverty  level  will  be  covered.    Phase  II,  Implemented  in  1996, 
will  cover  5.7  million  uninsured  adults  below  185  per  cent  of  the 
poverty  line.     Phase  III,  implemented  in  1999,  will  cover  the 
remaining  4.3  million  uninsured. 

COST  OF  PLAN 

The  Congressional  Budget  Office  estimates  that  the  Federal 
cost  of  the  plan  will  be  $3.1  billion  in  phase  I—  $1.8  billion 
for  the  public  plan  and  $1.3  billion  for  public  costs  associated 
with  the  private  plan.     CBO  has  not  estimated  the  cost  of  the 
second  and  third  phase,  but  costs  should  be  comparable  to  phase 
I,  for  a  total  cost  of  about  $9  billion  v^en  fully 
implemented . 

The  job-based  insurance  mandated  under  the  plan  will  cost 
businesses  approximately  $18  billion  a  year  including  off-sets 
such  as  the  reduction  in  current  costs  to  employers  of  charitable 
and  unreimbursed  care.  The  cost  per  worker  for  coverage  purchased 
through  an  HMO  or  other  managed  care  plan  is  $1,100  per  year — 
approximately  $4.00  a  day. 

SMALL  BUSINESS  INSURANCE 

The  plan  reforms  the  insurance  market  for  small  business  by 
establishing  a  system  of  competing  private  regional  insurers 
offering  the  benefits  of  guaranteed  coverage,  economies  of  scale, 
and  community  rating.    Regional  insurers  will  be  required  to  give 
small  employers  the  opportunity  to  enroll  in  cost-effective 
managed  systems  of  care  such  as  HMOs  and  PPOs .     These  reforms  can 
save  small  businesses  an  estimated  25  per  cent  of  current  premium 
costs — ten  per  cent  in  reduced  charges  for  administration  and 
sales  costs;  and  fifteen  per  cent  through  participation  in 
managed  care. 

Subsidies  will  be  provided  to  small  employers  whose  costs  of 
compliance  exceed  five  per  cent  of  gross  revenues.     If  the  five 
per  cent  standard  is  found  to  be  inappropriate  for  some 
industries,  the  Secretary  of  HHS  is  required  to  promulgate  an 
equivalent  standard. 

The  program  will  be  phased  in  over  five  years  for  businesses 
with  five  employees  or  fewer.    New  small  businesses  with  fewer 
that  10  employees  may  offer  an  alternative  lower  cost  plan  during 
their  first  four  years  in  operation. 
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COST  CONTAINMENT  FEATURES 

The  mandated  benefits  are  constructed  to  permit  employers  to 
use  all  current  cost-containment  devices,  such  as  managed  care, 
pre-admission  certification,  and  utilization  review. 

Employers  who  currently  insure  workers  will  receive 
reductions  of  up  to  30  per  cent  in  health  costs  as  other  firms 
begin  to  pay  their  fair  share  of  the  nation's  health  bill. 

Small  businesses  will  receive  cost  reductions  of  up  to  25 
per  cent  as  the  result  of  the  regional  insurance  market  reforms. 

The  regional  insurer  program  will  encourage  the  growth  of 
cost-effective  managed  systems  of  care  with  the  market  power  to 
promote  system-wide  change. 

In  order  to  provide  national  uniformity,  state  mandated 
benefit  laws  will  be  pre-empted  by  the  federal  plan. 

Congress  has  recently  enacted  evaluation  research  and 
medical  practice  standards  to  eliminate  unneccesary  care  and 
improve  the  quality  of  care.  Other  inflation-reducing  steps  that 
should  be  adopted  include: 

— Disclosure  of  cost  and  quality  information  by  health  care 
providers  to  assist  insurers  and  consumers  in  choosing 
cost-effective  care; 

— Establishment  of  a  national  health  care  cost  control 
review  commission  to  analyze  yearly  cost  increases,  set 
voluntary  cost  increase  targets  for  the  upcoming  year,  and 
make  annual  recommendations  to  Congress,  health  care 
providers,  businesses,  and  consumers  for  additional 
actions  to  reduce  inflation. 

— Demonstration  grants  to  states  wishing  to  develop 
innovative  methods  of  controlling  health  care  cost  inflation. 


II.    "LIFECARE"— THE  LONG  TERM  CARE  INSURANCE  ACT  OF  1988. 

Lifecare  covers  home  and  community-based  care  and  nursing 
home  care  for  the  elderly  and  distibled. 

Persons  eligible  for  assistance  must  be  (1)  totally 
dependent  in  at  least  one  "age-appropriate  activity  of  daily 
living-  such  as  eating,  dressing,  bathing,  toileting,  or 


224 


transferring;   (2)  dependent  upon  assistance  in  at  least  two  such 
activities;  or  (3)  or  cognitively  impaired  enough  to  require 
continual  supervision. 

The  program  is  divided  into  Part  A  and  Part  B,  like 
Medicare.    Part  A  covers  home  care  and  the  first  six  months  of  a 
nursing  home  stay,  and  is  financed  entirely  by  public  funds. 
Part  B  covers  longer  nursing  home  stays,  and  is  financed  by 
pxiblic  funds  and  private  premiums .     Enrollment  in  Part  B  is 
voluntary  and  can  occur  at  age  45  or  age  65. 

HOME  CARE  PROGRAM 

Benefits  include:    homemaker  services;  home  health  aid 
services;  heavy  chore  services;    adult  day  care;  respite  care; 
home  mobility  aids  and  minor  home  adaptations;  nursing  care; 
physical,  occupational,  and  speech  therapy;  other  services 
determined  to  be  necessary  by  case  a  management  agency. 

The  program  is  administered  through  states  and  local  case 
management  agencies,  which  assess  the  needs  of  the  patients, 
develop  plans  of  care  with  the  patient  and  family,  assist  in 
arranging  care  delivery,  and  supervise  care.     The  state  or  case 
management  agency  certifies  agencies  eligible  to  deliver  care, 
establishes  payment  rates  under  Federal  guidelines,  and  pays 
providers . 

NXmSING  HOME  CARE 

Eligibility  for  nursing  home  care  is  based  on  the  same 
disability  standards  as  home  care.    Nursing  home  care  is  provided 
only  if  it  is  better  for  the  patient  and  consistent  with  the 
patient's  preference. 

Care  provided  by  nursing  homes  must  be  certified  by  the 
Secretary  of  Health  and  Human  Services,  who  is  to  establish  a 
prospective  payment  system  for  such  care. 

ADDITIONAL  PROVISIONS 

The  bill  also  includes  provisions  to  expand  the  supply  and 
improve  the  quality  of  of  long  term  care,  by  offering  training 
for  professionals;  establishing  centers  to  provide  technical 
assistance  to  state  and  local  agencies  to  conduct  research;  and 
providing  consumer  information  on  services. 
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FINANCING 

CBO  estimates  the  additional  Federal  cost  of  the  Lifecare 
plan  at  $21  billion  annually.    The  program  is  financed  by 
eliminating  the  current  cap  of  $50,000  on  vmges  currently  subject 
to  the  Social  Security  and  Medicare  payroll  tax.    As  applied, 
these  taxes  are  regressive;  all  workers  pay  the  seune  percentage 
rate  of  tax  on  the  first  $50,000  of  income  and  nothing 
thereafter.     Eliminating  the  cap  will  raise  over  $40  billion  a 
year,  of  which  $21  billion  will  be  used  to  finance  Lifecare,  and 
the  remainder  will  be  used  to  reduce  the  payroll  tax. 
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STATEMENT  BY  DR.  TED  HOLLOWAY,  DIRECTOR,  SOUTHEAST  HEALTH  UNIT  of  the 

GEORGIA  DEPARTMENT  OF  HUMAN  RESOURCES 


AaoABs  to  i(\«dlaai  oar«  in  our  rural  araa  of  southaaflt 
Goorgia  has  alvayi  baon  a  problda  for  poor  paopld.  Death 
ratea  from  oanoer,  oardlo-vascular  diaaasa  and  other  chronlo 
difiaaaafl  have  axceeded  tha  Caorgla  rataa  for  many  yaara.  in 
the  paat  few  years,  howevor,  tha  number  of  people  without  any 
form  of  health  Insuranoe  haa  dranatioally  increaaad  aa  health 
oare  coats  have  eacalatad.    More  and  mora  employ are  are 
cutting  baok  on  benefits  and  vorkars  making  minimum  wagea  do 
not  hava  tha  money  to  purchase  insurance  for  thamselvea* 
Many  familiaa  with  savera  health  problems  find  insurance 
unavailable  at  almost  any  price.    How,  tha  AIDS  epidemic  and 
the  enormous  health  consequences  of  "crack"  cocaine  threaten 
to  totally  overwhelm  us. 

Vha  fioutheaat  Health  unit  of  the  Georgia  Department  of 
Human  Resources  is  comprised  of  16  counties,  encompassing  an 
area  approximately  tha  size  of  the  state  of  Massachuaatta, 
This  large  rural  area  has  a  population  of  274,000  people;  over 
45%  of  our  white  population  and  78%  of  our  blaok  population 
live  below  200%  of  the  poverty  level. _ 


Population  BeloiT  200%  Poverty  Level 
Southeast  Health.  Unit 
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White  Biaok 


«/•/«• 

Changes  in  health  oare  financing  and  lower  Medicare 
reimbursement  rates  for  rural  areas  have  caused  critical 
money  problems  for  many  of  the  smaller  of  our  14  hospitals. 
The  "Health  care  system"  for  this  area  waa  largely  developed 
as  a  result  of  the  Hiii-Burton  initiative  after  world  War  IX. 
Fourteen  of  the  16  counties  have  hospitals  which,  In  the  past, 
provided  health  care  for  most  of  the  people  in  the  county. 
Only  2  or  3  of  these  hospitals  continue  to  receive  any  oounty 
fundino  to  provide  indigent  care.    The  rapid  changes  in  health 
care  finanoing,  specialization  and  the  rise  of  for-profit 
hospitals  have  placed  intense  competitive  pressures  on  these 
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•nail  hospitals.    Hospital  authorities  are  being  forced  to  look 
at  ways  to  limit  Indigent  services ,  cease  providing 
unprofitable  types  of  care  and  try  to  attract  private  patients, 

Those  changes  in  the  health  oare  system,  along  with  the 
medical  liability  crisis,  bode  special  conseguences  for 
maternal  and  infant  services.    Presently  12  of  the  hospitals 
provide  OB  care.    It  is  difficult  for  a  hospital  that  performs 
only  100  to  200  deliveries  a  year  to  etfford  the  staffing, 
eguipment  and  continuing  education  necessary  to  provide  quality 
obstetrical  and  neonatal  care.    Private  patients  without  the 
financial  and  transportation  barriers  that  exist  for  the 
economically  disadvantaged  are  traveling  50  to  60  miles  to 
larger  faoilities  for  delivery.    This  results  in  further 
erosion  of  the  financial  base  which  keeps  the  small  OB  service 
in  operation.    Unfortunately,  the  larger  hospitals  in  the  area 
are  not  in  a  position  to  absorb  the  patients  from  the  smaller 
hospitals.    Six  years  ago,  we  had  52  physicians  who  were 
practicing  obstetrics.    Today  this  number  has  been  reduced  to 
36-7  Family  Physicians  and  19  OB/iSYH  Specialists. 


Physicians  Performing  Deliveries 
Southeast  Health  Unit 


Medioal  liability  rates  and  the  constant  threat  of  being  sued 
are  causing  many  physicians  to  rethink  their  commitment  to 
providing  perinatal  oare.    ramily  phydicians  who  deliver  SO  to 
100  patients  a  ysar  are  finding  it  almost  impossible  to 
continue  to  provids  thifl  service. 

Low  income  pregnant  women  find  thsmsdlvei  in  a  "Catch  22", 
They  suffer  more  complications,  have  fewer  financial  resources 
to  Insure  their  health  and  welfare  and  ars  generally  felt  by 
physicians  to  be  a  high  risk  group  for  malpraetica  suits.  The 
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hofloltais,  aXtnough  willing  In  the  past  to  accept  indigent 
patients  from  their  own  county,  do  not  want  to  open  their  doora 
to  the  indigent  population  from  suirroundlng  areas.  Physicians 
are  reluctant  to  provide  prenatal  oare  because  the  patients  may 
not  be  able  to  afford  the  medications,  monitoring  and  special 
teats  that  nay  be  necessary.    More  and  more  women  are 
presenting  to  Emergenoy  Rooms  for  delivery  with  no  prior 
arrangements  for  the  physician  or  hospital  care* 

We  face  some  grim  realities.    Twenty . percent  of  our  white 
infants  and  one  out  of  three  of  our  black  infants  are  born  to 
teenage  mothers.    Our  medical  comnunity  estimates  that  as  many 
as  5  to  10%  of  our  prenatals  are  using  crack l    surveys  done  in 
late  1988  in  Georgia  confirm  that  2  out  of  every  1,000  live 
births  are  to  HiV  positive  women*    In  some  areas,  the  rate 
already  is  twice  that  figure 1    The  number  of  infants  who 
weighed  less  than  500  grams  at  birth  in  our  area  increased 
threefold  in  1988.    We  attribute  much  of  this  increase  to  the 
use  of  crack.    Barly  in  the  pregnancy,  there  is  an  inoreased 
risk  of  spontaneous  abortion  and  later  the  risks  of  abruptio 
placentae  and  premature  delivery  are  increased.    Infants  of 
women  who  used  crack  during  their  prenatal  period  tend  to  have 
lower  birth  weights  and  smaller  head  circumferences,  sudden 
Infant  Death  syndrome  is  lo  times  more  likely  in  cocaine 
babies,    our  Infant  Mortality  Rata  jumped  to  over  16  deaths  per 
1,000  live  births  in  1988  -  the  highest  rate  we  have  had  in 
over  a  decade t 


Qeorgia  and  Southeast  Health  Unit 
Infant  Deaths  per  1.000  Live  BIrthe 
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More  is  being  learned  about  the  long  term  effects  of 
prenatal  cocaine  exposure*    These  infants  have  trouble  bonding 
and  are  subjected  to  increased  abuse  and  neglect*    Studios  by 

3 


229 


Dr.    Ira  Chasnoff's  group  In  cnioago  have  shown  that  pre-sohool 
children  whose  mothers  used  cocaine  while  they  were  pregnant 
have  a  significant  increase  in  attention  deficit  dlsordore  and 
learning  dieabilitiee.    Our  eduoational  systen  faces  an 
unwanted  challenge  when  these  children  enter  kindergarten  in  5 
years  I 

A  ayphilie  epidemic «  unprecedented  since  the 
introduction  of  penioillin/  has  exploded  in  rural  southeast 
Oeergia  because  of  craOc.    In  1984  there  were  only  48  new 
cases  of  syphilis  in  the  16  counties  of  the  Southeast  Health 
Unit.    During  the  first  11  nonths  of  1989  this  number  has 
increased  almost  1000%  to  451  cases. 


Syphilis  Cases  1984  to  1986 

Qoutheaat  Health  Unit 
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ov^r  60%  of  these  cases  are  females.    Congenital  syphilis  is 
on  the  rise  all  over  the  state*    We  are  currently  following 
up  6  cases  in  my  area  alone.    Most  of  the  people  with 
syphilis  report  involvement  with  crack  or  having  sex  with 
someone  who  uses  crack.    It  is  not  unusual  to  find  that  these 
individuals  have  over  30  to  40  recent  sexual  contacts. 
Trading  sex  for  drugs  and  having  multiple  (often  anonymous) 
partners  is  common  among  people  usina  craok*  Drug  dealers 
often  target  young  females  in  marketing  their  drugs.  Once  the 
young  woman  is  addicted,  she  becomes  either  a  dealer  or 
prostitute  to  support  her  habit.    Some  of  these  individuals 
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aro  also  Hzv  positivo.  Tho  com))lnation  o£  genital  uloors  and 
a«x  with  many  Individuals  are  the  ingredi«nta  neaded  for  tha 
AIDS  apiddmio* 

Johnathan  Mann,  H.D.,  Director,  Global  Programme  on  AIDS 
for  the  World  Health  organization  states,  "The  worldwide 
epldenio  of  human  iminunodef ioiency  virus  (HIV)  infection  and 
AIDS  started  silently  during  the  mld-isTO's.    By  1981,  when 
AIDS  was  first  described  in  the  United  states,  HZV  had 
already  spread  to  five  continents.    In  the  mid-1980 's, 
recognition  of  the  global  scope  of  the  epidemic  was 
accompanied  by  legitimate  fears  of  an  uncontrolled  epidenic« 
During  this  decade,  over  5  million  people  became  infected 
with  HIV,  about  600,000  people  developed  AIDS  and  over 
300,000  died.* . . 


During  the  decade  of  the  1990 's,  it  is  estimated  that 
oases  worldwide  will  exceed  6  million  -  that* a  10  times  the 
number  of  cases  we've  had  so  fart    How  can  Oeorgia  provide 
care  for  30,000  people  with  AIDS  and  many  times  that  number 
of  HIV  infected  individuals?   Over  the  next  10  years, 
virtually  every  person  in  the  United  States  will  personally 
Know  someone  infected  with  HIV«    Remember,  we  only  had 
194,000  cases  of  paralytic  polio  in  the  United  States  during 
the  19 90-19 S4  epidemic.    Almost  everyone  who  lived  through 
those  terrifying  times  knows  several  people  who  were 
paraly:sed  by  this  virus.    The  Human  Inmunodeficeincy  Virus 
may  cause  AIDS  in  over  1,000,000  Americans  in  the  next  10 
years. 

New  treatment  guidelines  offer  hope  for  a  much  improved 


Worldwide  Adult  AIDS  Cases 

Vorld  Health  Organization  Projection 
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quality  of  lit^  and  survival.    Studies  giving  low  (Sob«8  of 
AZT  p«r  day  to  Hiv  positiva  individuala  before  they  have 
advanced  to  aids  (T4  counts  between  200  and  500)  have  shown 
encouraging  reeultfl  in  preventing  or  slowing  the  progreesion 
of  the  diseBSO*    Full  dOse  A2T  for  people  with  T4  counts 
below  200  continues  to  be  a  standard  of  oare.  Prophylactic 
aerosol  pentamidine  to  prevent  Pneumocystis  oarinii  pneunonia 
(PCP)  has  been  shown  to  be  effective  in  decreasing 
reoccurrences  and  primary  infections.    Many  other  drugs  are 
in  various  stages  of  testing  and  offer  promise.  Combination 
therapy  may  increase  effectiveness  and  decrease  side-effects. 
Early  reoognition  and  aggroesive  treatment  of  toxoplasmosis, 
esophageal  candidiasis  and  other  serious  infoctions  are  now 
standard  therapies. 

Unfortunately,  there  are  few  people  in  rural  Georgia  who 
can  afford  this  disease.    What  is  considered  standard  therapy 
is  out  of  reach  for  most  people  in  Georgia  who  do  not  have 
Insurance,  medicaid,  or  live  close  enough  to  an  urban  center 
which  provides  services  for  people  living  with  HIV  infection • 
I  have  talked  with  families  struggling  to  get  AZT 
and  pentamidine  for  their  loved  ones*  I  have  been  seeing 
patients  that  can  not  afford  their  medicines.    Doctors  have 
called  to  ask  if  we  have  money  for  medications  and  laboratory 
tests  that  their  patients  critically  need.    I  We  talked  to 
people  who  were  afraid  to  use  their  health  insurance  for  fear 
of  losing  their  jobs,  yet  they  can  not  afford  $1,000  a  month 
for  medication  any  other  way.    Last  week  I  held  the  hand  of  a 
dying  young  man  who  lost  his  medicaid  coverage  because  his 
disability  insurance  exooedod  the  "limit"  by  $50  a  month. 
It  is  incredible  to  me  that  the  only  people  in  our  rural 
areas  who  are  able  to  get  these  medications j  regardless  of 
their  ability  to  pay,  are  those  who  are  in  prison! 

we  muat  realize  that  HIV  infection  is  a  treatable 
chronic  disease,    systems  must  be  put  in  place  to  provide 
affordable  outpatient  care  and  medications  in  our  rural 
areas.  It  has  been  shown  conclusively  in  San  Francisco / 
Atlanta  and  other  cities  that  this  type  of  care  is  much 
cheaper  than  relying  on  a  system  that  is  inpatient  based. 
Failure  to  do  this  will  result  in  financial  chaos  for  our 
ailing  hospital  system  as  patients  go  to  emergency  rooms  and 
local  hospitals  in  crisis.    It  will  result  in  the  continued 
suffering  of  thousands  of  HIV  infected  individuals  and  their 
families  who  can  not  afford  medical  care. 

Long  assunied  to  be  an  urban  problem,  crack  cocaine  has 
invaded  the  rural  area  of  southeast  Georgia  with  a  vengeance. 
In  the  past  four  years,  drug  related  offenses  by  juveniles 
have  increased  eo%*    Child  abuse  and  neglect,  secondary  to 
crack  addicted  parents,  have  become  common.    The  State 
supported  Alcohol  and  Drug  Treatment  Centers  in  Waycross  and 
statesboro  have  been  overwhelmed  with  young  males  and  females 
addicted  to  crack. 
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Thoro  is  a  great  ne«d  for  expanding  services  for  people 
with  substance  abuse  problems*    In  a  very  short  time  our 
patient  population  has  changed  from  largely  middle  aged  VThite 
males  with  alcohol  abuse  as  thoir  primary  drug  to  young  males 
and  females,  Black  and  White,  who  use  crack  and  other  drugs. 
We  are  beginning  to  see  many  pregnant  women  who  are  addicted 
to  crack.    Half  of  the  infants  in  Atlanta's  Grady  Hospital 
Neonatal  intensive  Care  Unit  are  "snow  babies".  Inpatient 
services  for  addicted  pregnant  women,  however,  are  difficult 
to  find.    Some  sort  of  supervised  residential  programs  may  be 
needed  to  let  women  live  in  a  drug  free  environment  during 
their  pregnancy,    our  programs  will  have  to  radically  change 
treatment  approaches  to  deal  with  these  major  shifts. 

Special  emphasis  must  be  placed  on  improving 
availability  and  accessibility  of  substance  abuse  services 
for  adolescents.    The  14  year  old  pregnant  girl  with 
syphilis,  on  crack  and  in  trouble  with  the  law  is  all  too 
common.    Our  Regional  Youth  Development  centers  report  a 
sixty  percent  increase  in  admissions  of  substanoe  abusers 
over  the  past  four  years.  The  Georgia  Bureau  of  Investigation 
reports  that  juvenile  arrests  for  alcohol  and/or  drug  related 
offenses  have  almost  doubled  since  I9d4  (from  2,795  to 
5,349). 

crack  has  impacted  low  Income  areas  especially  hard. 
Programs  are  needed  to  help  mobilize  and  empower  residents  of 
housing  projects  and  other  areas  that  have  beoome  major 
centers  of  the  drug  trade.    In  the  past,  we  have  not  been 
very  successful  in  combating  the  drug  and  alcohol  problems  of 
the  Blaok  community.    If  we  hope  to  keep  people  from  going 
back  to  dealing  as  a  way  of  life,  literacy  and  job  skills 
will  need  to  become  a  part  of  treatment.  Something  must  be 
done  to  increase  job  opportunities  for  Black  men  and  women. 

We  must  learn  all  we  can  about  those  three  inextricably 
linked  problems,  syphilis,  crack  and  AlDSi  if  we  are  to  be 
successful  in  dealing  with  these  new  threats  to  society.  The 
victims  of  this  triad  are  our  friends,  neighbors,  and 
children.  Crack  use  is  expanding  in  all  segments  of  our 
community^  especially  among  those  from  is  to  30  years  of  age* 
It  is  said  that  the  desire  to  use  crack  is  so  powerful  that 
many  people  are  "hooked"  after  just  trying  it  one  time. 
Would  you  have  been  one  of  the  unlucky  ones  to  try  craok, 
just  one  time,  if  it  had  been  around  when  you  were  young? 
What  can  we  do  to  keep  our  kids  from  starting  to  use  drugs? 
HOW  can  we  best  treat  those  already  addicted?  Can  we  stop  the 
explosion  of  sexually  transmitted  infections  spawned  by 
crack?  Will  "sex  for  drugs"  and  the  promiscuity  of  crack 
users  hasten  the  spread  of  the  HIV  virus  and  thus  usher  in  a 
new  wave  of  the  AIDS  epidenio?  What  will  be  the  response  of 
the  community?   can  we  afford  to  allocate  the  necessary 
federal,  state,  county,  city,  and  private  resources  to  meet 
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this  challenge?    can  w«  afford  not  to?    Racian,  poverty, 
hoTOoldsanoes,  alienation  from  society,  unemployment  and 
hopelessness  are  all  factors  in  our  drug  problem.  The  War  on 
Drugs  must  be  fought  on  many  fronts.  There  arc  no  easy 
answers.  We  must  mobilize  the  oonscienc©  of  our  Nation  for 
the  fight.  This  is  a  War  that  we  cannot  afford  to  loso. 

Hospitals  in  our  area  are  being  forced  to  decrease 
services  which  lose  nonoy  in  order  to  koop  their  doors  open. 
Private  For-Profit  Corporations  have  little  interest  in 
providing  care  for  uninsured  patients.    Our  private  physicians 
are  faced,  on  the  one  hand,  with  pressure  from  their  hospitals 
to  hold  down  costs  which  are  not  reimbursable  and,  on  the 
other,  with  ethical  and  medico-legal  obligations  to  provide 
quality  medical  care  to  their  patients  regardless  of  income. 
Tho  expansion  of  medicaid  benefits  to  more  pregnant  women  and 
childrsn  is  an  important  step,    it  comes  at  a  time,  however, 
when  our  present  health  care  financing  oystew  is  breaking  down. 
Rising  numbers  of  uninsured  working  mon  and  women  are  finding 
it  impossible  to  get  routine  medical  care  for  their  families. 
Migrant  laborers,  whoso  numbers  have  qroatly  increased  in 
Georgia  over  the  past  few  years,  are  woefully  underserved.  The 
one  small  federally  funded  migrant  health  project  in  Goorgia  is 
only  able  to  offer  limited  outpatient  services,    it  serves  only 
4  counties  and  has  had  virtually  flat  funding  for  5  years.  The 
aging  of  America  and  tho  absolute  dearth  of  long  term  care 
options  is  frightening.    Aging  parents  live  in  fear  of  what 
will  happen  to  their  mentally  ill  or  mentally  retarded  children 
when  they  die.    They  have  seen  far  too  many  who  find  thomselves 
homeless  after  they  have  been  discharged  from  nursing  homes  or 
public  institutions.    It  is  virtually  impossible  to  gat  long 
term  residential  care  for  oven  the  most  severe  cases.    Added  to 
this  growing  number  of  people  without  basic  shelter,  food  and 
health  care  are  the  HIV  positive  people  who  lose  jobs,  homes 
and  health  care  because  they  are  siok. 

Medical  care  in  America  is  increasingly  becoming  a 
privilege  rather  than  a  right.    Th*»  quality  of  care  provided 
for  those  who  are  privileged  to  be  in  tho  system  is 
unparalleled  In  the  industrial izod  world.    Unfortunately,  for 
the  increasing  numbers  of  people  left  out  of  tho  system,  access 
to  health  care  is  more  like  that  found  in  a  developing  country. 
The  problems  we  face  demand  answers*    Major  changes  in  the  way 
we  provide  health  care  in  the  United  states  must  take  place. 
Being  poor,  having  an  "expensive"  disease,  growing  old  -  should 
these  be  reasons  for  people  to  be  denied  basic  needs?    We  in 
south  Georgia  think  not.    This  land  was  founded  because  a  few 
courageous  souls  dared  to  believe  that  life  could  be  better  for 
every   person,  no  matter  what  his  or  her  oircumstanoes.    As  we 
enter  the  last  decade  of  this  century,  we  are  challenged  as 
never  before  to  uphold  these  beliefs.    We  can  settle  for 
nothing  lessl 
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The  Chairman.  In  wrapping  up,  I  want  to  thank  all  of  you.  You 
have  been  extremely  kind  and  patient  in  the  course  of  our  hearing. 
It  has  been  an  extremely  moving  hearing,  a  hearing  from  the 
heart,  a  great  deal  of  emotion  and  a  great  deal  of  challenge. 

As  I  indicated  at  the  beginning  of  the  hearing,  this  is  the  last 
stop  in  a  4-day  tour  and  during  the  course  of  the  tour,  we  started 
up  in  the  northeast,  at  Bronx,  New  York;  Los  Angeles  and  the 
West  Coast;  St.  Louis,  in  the  industrial  heartland,  and  finally  came 
to  Sparta,  in  the  rural  South.  At  every  stop,  we  found  the  same 
story,  a  health  care  system  that  is  failing  to  give  hardworking 
people  the  kind  of  protection  that  they  need  and  deserve,  and  that 
is  really  in  a  state  of  collapse  that  threatens  the  health  of  every 
American.  I  believe  the  American  people  know  it  is  time  for  a 
change.  In  the  1930's  we  enacted  Social  Security,  in  the  1960's  we 
enacted  Medicare  and  I  am  very  hopeful  that  in  the  1990's  we  can 
enact  a  program  that  makes  health  care  a  basic  human  right  for 
all  Americans  in  the  rural  parts  of  this  country,  all  parts  of  our 
Nation  for  every  family.  [Applause.] 

I  want  to  thank  Dr.  Green  for  his  statement.  To  Johnny  Warren, 
the  development  director  of  Hancock  County,  Katherine  Hill,  the 
tourism  director  of  Hancock  County,  Sistie  Hudson,  our  Sparta 
mayor,  she  has  been  extremely  accommodating  and  helpful,  Betty 
Hill  who  is  the  chair  of  the  County  Commission,  we  are  grateful  to 
her,  Dulcie  Moore  and  Dr.  Guy  at  the  Primary  Health  Care  Clinic, 
they  spent  time  with  us,  welcomed  us  and  have  been  enormously 
valuable. 

And  most  of  all  I  want  to  thank  my  hosts  here.  Donna  and  David 
Griffith,  they  were  kind  enough  to  offer  their  home  to  me  last 
evening  and  even  perhaps  more  impressive  their  heart  and  their 
friendship  and  I  am  enormously  grateful  to  them.  I  got  a  real  in- 
sight into  the  hospitality  of  Sparta,  GA  through  them  and  I  am 
very  grateful  to  them. 

I  thank  all  of  you  for  your  courtesy  and  your  patience,  and  our 
committee  stands  in  recess. 

Thank  you.  [Applause.] 

[Whereupon,  at  12:20  p.m.,  the  committee  adjourned,  subject  to 
the  call  of  the  chair.] 
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